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Midwifery led-care incorporates both childbearing and gynecological care for females 
(Russell, 2018). Studies have shown that continuity midwifery-led care reduces rates of 
unnecessary interventions and leads to advantageous health outcomes (Elderhorst et al, 2019). 
However, while midwifery is positively correlated with maternal birth outcomes and low 
healthcare costs, the incorporation of midwifery is not widespread, especially in states such as 
North Carolina where legislature limits the scope of midwives (Caughey & Cheyney, 2019). This 
study provides insight into the dynamic elements of the midwifery model of care and examines 
the health trends of women and infants in North Carolina. Statistical data of health in North 
Carolina and perspectives of practitioners reveal notable disparities in our healthcare system and 
the need to improve access to care for women, particularly in rural areas. The study establishes 
the importance of implementation and integration of midwifery into the maternal healthcare 




The United States has a maternal health crisis. In spite of spending more on healthcare 
than any other nation, we have a high cesarean rate and maternal mortality rate compared to 
other developed nations (Yang & Kozhimannil, 2015). Maternal and infant health outcomes vary 
drastically depending on racial background, socioeconomic status, and location. Lack of 
insurance and a severe healthcare provider shortage in rural counties inhibit access to 
comprehensive, high-quality prenatal and postnatal care, which can contribute to poor outcomes 
(Dunham 2016). 
The medicalization of childbirth in America has contributed to an immense reliance on 
interventions, leading to a national high cesarean section rate (Miller & Shriver 2012). Over 95% 
of births in the United States take place in a hospital setting (Schuiling, 2013). The modern 
obstetric practice encompasses a technocratic, medical model that views birth as an illness and 
thus treats labor as abnormal. As a result, the healthcare system today favors the use of 
instruments and interventions, which when unnecessary may lead to higher rates of C-sections 
and adverse birth outcomes, such as infant and maternal morbidity and mortality (Dunham 
2016). 
On the other hand, midwifery-led care has shown to have better health outcomes for low-
risk women and higher patient satisfaction (Duhman 2016). Low-risk pregnancies are defined as 
pregnancies where additional medical intervention is not needed (ACOG). In some western 
nations, such as England and Sweden, midwives are the primary caregiver for low-risk women. 
Midwives are traditionally viewed as practitioners of normal childbirth and practice a holistic 
model of care. As practitioners, they are trained to assess and provide care for women throughout 
their lifespan. (Russell, 2018). 
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In the early 20th century, midwifery practice almost disappeared with the takeover of 
modern obstetrics (Kennedy et al, 2003). However, today, there are three different classifications 
of midwives: lay or traditional midwives, certified nurse-midwives (CNMs), and direct-entry 
midwives, such as certified midwives (CMs) or certified professional midwives (CPMs). The 
process of certification and licensure has become a pressing issue for midwives. In many states, 
midwives are restricted in their scope of practice and are advocating for legalization and 
licensing (Davis-Floyd & Davis 1996). 
Additionally, the complexity of having different types of credentialing has led to 
confusion amongst patients and physicians. Therefore, the general lack of knowledge about 
midwives, limited access to midwifery-led care, resistance from medical societies, and 
inconsistency in licensure across states have made the integration of midwives into the maternal 
healthcare system difficult (Gibson, 2014). Nonetheless, over the years there has been a small, 
but noteworthy increase in births attended by midwives, whether in the hospital or at birth 
centers. (Caughey & Cheyney, 2019). 
The purpose of this study is to improve understanding of midwifery-led care and examine 
midwifery practices that lead to their advantageous maternal and infant health outcomes. A 
quantitative analysis of maternal and infant health in North Carolina and a qualitative analysis of 
perspectives of midwives and obstetrician-gynecologists revealed the importance of promoting 
integration and legalization of midwifery across all states, including North Carolina. Allowing 
midwives to practice independently of physicians can help address the maternity care provider 
shortage in rural areas of North Carolina, and improve the limited access to prenatal care. 
Implementing midwifery into nursing and medical school training can enhance collaboration 
between physicians and midwives. Additionally, this study highlights the importance of 
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expanding Medicaid and the need to increase the number of diverse midwives in North Carolina 
to combat racial and socioeconomic disparities in maternal care. 
Chapter one focuses on the analysis of scholarly literature including anthropologies of 
birth, history of childbirth in the United States, the technocratic versus holistic model of care, 
and various classifications of midwives. Chapter two examines the qualitative analysis of health 
in North Carolina, in particular data on low birthweight, infant and maternal mortality, as well 
as, the influence of rural hospital closures. Chapter three highlights the perspectives of 
practitioners on misconceptions about midwifery, the role of midwifery-led care, the importance 










Design and Procedure 
This study was designed to examine the processes utilized by midwives that lead to 
advantageous health outcomes. First and foremost, approval for this senior honor thesis was 
acquired through the Institutional Review Board at the University of North Carolina at Chapel 
Hill. An in-depth literature review was researched to provide essential background on topics such 
as midwifery practice, maternal health, health care systems and practices in various settings, as 
well as anthropology perspectives on the medicalization of childbirth (Chapter 1). A quantitative 
analysis of supplemental health statistic data of North Carolina was employed to obtain 
additional information on health and birth statistics (Chapter 2). Different sets of vital statistics 
were incorporated from various organizations and websites (Table 1). Furthermore, qualitative 
interviews were conducted to provide a comparative analysis between perspectives of midwives 
and physicians on maternal and child health (Chapter 3).  
Table 1: Health Statistic Data 
Organization Data Utilized 
North Carolina Department of Health and 
Human Services, North Carolina Division 
of Public Health, State Center for Health 
Statistics 
1. North Carolina Vital Statistics, 2019 
2. North Carolina Vital Statistics, 2014-2018 
3. Racial and Ethnic Health Disparities in North Carolina 
Report Card 2010 and 2018 
4. CHIS Studies - Maternal Mortality 
North Carolina Institute of Medicine  1. Health and Women and Child Report 2019 
2. North Carolina County Health Data – Infant Mortality  
National Vital Statistic System  1. Infant Mortality, 2017 
Sheps Center for Health Services 
Research  
1. North Carolina Health Professional Supply Data – Sheps 
Health Workforce NC 
2. Rural Hospital Closures 
Robert Wood Johnson Foundation 1. County Health Rankings & Roadmaps 
American Health Rankings 1. 2019 Health of Women and Children Report 
Institute for Women’s Policy Research 1. 2019 Status of Women in N.C. Health and Wellness 
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Participants and Interviews  
Twelve total interviews were conducted, of which ten were certified nurse midwives and 
three were obstetrician-gynecologists (Table 2). Practitioners were recruited through emails, 
phone calls, and Facebook to partake in this study. An approved recruitment script was used that 
informed the recipient of essential info to the interviewee. These participants are employed in 
various settings, including birth centers, clinics, hospitals, and health departments. Interviewees 
further assisted in identifying and connecting to potential participants. Consent was obtained 
through a signed written consent form or verbally for phone interviews. Permission was obtained 
through verbal consent to record the interviews on a password-protected phone. Each study 
participant was given an identification number to protect confidentiality. This identification 
name was used consistently across all correspondences and measures for qualitative data 
collection.  
 Interviews were semi-structured with open-ended questions. The interviews averaged 
between 30-60 minutes. They took place either in-person or through phone calls at a setting that 
was convenient for the interviewee. A set of questions were used as a guide to promote 
discussion but focused on the following themes: 
1. Becoming a Midwife  
2. Misconceptions about Midwifery 
3. Midwifery Model of Care 
4. Patient Choice 
5. Improvements in the field of Maternal and Child Health 
6. Integrating Midwifery-Led Care 
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All interviews were then transcribed and coded for themes. Interviews were saved on a 
password-protected laptop. Otter.ai was used to transcribe interviews and each transcript and 
themes were notable themes and quotations were categorized for analysis (Chapter 3).      
Table 2: Interviewee Data 
Interviewee: Profession Employment Urban or Rural 
 
101 Certified Nurse Midwife Hospital Urban 
102 Obstetrician-Gynecologist Hospital Urban 
103 Certified Nurse Midwife Hospital Urban 
104 Certified Nurse Midwife Hospital Urban 
105 Certified Nurse Midwife Private Practice Urban 
106 Obstetrician-Gynecologist Hospital Urban 
107 Certified Nurse Midwife Hospital Urban 
108 Certified Nurse Midwife Hospital Urban 
109 Certified Nurse Midwife ACNM Rural 
110 Certified Nurse Midwife Birth Center Urban 
111 Certified Nurse Midwife Birth Center Urban 







CHAPTER ONE: LITERATURE REVIEW 
“From the earliest period of civilization, the midwife has played an important part in the 
making of history. She has been associated with the birth of kings and emperors, as well as with 
the birth of the lowly, therefore to trace the history of her development is to trace the history of 
mankind” (Noyes, 1912). Midwives today assess and plan care that assists women in their 
physical, emotional, and social needs (Russell 2018). Midwives partake in community births, or 
planned births in a home setting or at freestanding birth centers (Caughey & Cheyney 2019). In 
recent years, there has been a small, but significant increase in community births in the United 
States (Caughey & Cheyney 2019). This is significant considering midwifery-led care has been 
shown to improve maternal and infant birth outcomes and to decrease unnecessary medical 
intervention (Russell 2018). 
Human Birth 
Over the years, anthropological research has explored the evolution of biological and 
cultural aspects of human birth (Cheyney 2005). One prevalent theory in anthropological 
literature is the obstetrical dilemma hypothesis, which states that the evolution of a narrow pelvis 
of humans while essential for bipedalism, presents conflicting pressures with coinciding 
encephalization (Huseynov et al, 2016). Therefore, as a result of the competing selective 
pressures on the human female pelvis, human babies go through a series of complex positions as 
they make their way out of the birth canal parturition (Cheyney, 2005). However, in recent years 
the hypothesis has been questioned on biomechanical, metabolic, and biocultural grounds 
(Huseynov et al, 2016).  
Nonetheless, since humans are faced with a more challenging birth, compared to other 
primates, they have an increased risk of mortality for both mother and offspring (Warrener et al. 
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2015). These obstetrical adaptations have led anthropologists and evolutionary biologists, such 
as Trevanthan, Hrdy, and Rosenberg to theorize the behavioral evolution of modern childbirth 
that may stem from the difficulty of parturition (Macdonald 2006). For instance, they articulate 
that bipedalism contributed human evolution toward social and cultural intercessions in 
parturition, termed as “obligate midwifery.” Whereas non-human primates give birth solitarily, 
humans seek out assistance from others, in the forms of family members, friends, or medical 
personnel (Cheyney 2005). 
Additionally, infants are highly altricial and need intensive care investment after birth. 
Thus, the helplessness of the baby may be a crucial reason why extra hands at delivery are 
needed and contribute to vital reproductive success, particularly for mothers that are tired by 
extensive and difficult labors (Cheyney 2005). Furthermore, powerful emotions around labor and 
birth, including excitement, anxiety, fear, tension, and uncertainty, may have provided the 
evolutionary impetus for women to seek out support (Trevathan 1997). In societies around the 
globe, human childbirth has accentuated social and physical support to mothers in order to assist 
the emergence of the neonate from the vaginal canal (Dunham 2016). 
History of Childbirth in the United States 
Before the advent of hospitals and the field of obstetrics, childbirth was managed by 
female midwives. The medicalization of birth in America started in the 1800s when physicians 
first began experimenting on African-American women during birth. In the United States, many 
gynecological tools, methods, and surgeries were developed in the era of the 1800s and were 
perfected by male surgeons on black slaves, who were bought to be the victims of these 
“scientific” experiments (Wall, 2006).  
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Obstetrics became a surgical subspecialty and male physicians in attendance became 
common amongst the urban, upper class (Wall, 2006). The transition from midwifery-attended 
childbirth to physician-attended childbirth occurred gradually and signified a transformation of 
women’s pregnancy experience and the public perception of birth. This transition occurred at a 
slower rate for African-American women and other ethnic and racial minorities, as well as, 
women who lived in rural areas (Scott, 1982). 
The history of childbirth in America is incomplete without the contribution of African-
American lay midwives, called granny midwives. These traditional Black midwives were the 
primary caregivers of mothers and babies. They were respected in their communities and 
delivered babies in rural and urban regions, particularly in the South (Guerra-Reyes & Hamilton, 
2017). During labor, granny midwives would call upon assistants to assist with the delivery, 
which contributed to additional emotional support for the mother. Furthermore, they had 
expertise in female anatomy, the process of birth, and utilized medicinal herbs and simple types 
of equipment. Another key characteristic of granny midwives is that they would stay with the 
new mother and provide postnatal care (Scott, 1982). Shafia Monroe, a public health professional 
and midwife who has been working to reduce Black infant and maternal mortality rates states: 
“One of the darkest moments in US history was the systematic eradication of the African 
American midwife from her community, resulting in a legacy of birth injustices." 
In the 20th century, midwifery knowledge was beginning to be considered unreliable by 
physicians because it contradicting biomedical knowledge that was being published and 
midwives were seen as competition and threat. A coalition was formed of doctors, nurses, and 
public health workers to campaign against midwifery. Rhetoric consisted of describing midwives 
as dangerous and dirty, and as a result, by the end of the 20th century, childbirth was mostly 
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hospitalized (Macdonald, 2006). During this time, the field of obstetrics increased and doctors 
started putting gynecological practices into use. One such medical intervention was the practice 
of ‘twilight sleep’, which historians have marked as the “beginning of the medicalization and 
depersonalization of the childbirth process” (Thompson, 2019). It has also been noted that the 
induction of twilight sleep is represented as the first practice that differentiated the scientific 
practices of obstetricians from midwives (Hariston, 1996). Twilight sleep was where the laboring 
woman was anesthetized with a scopolamine–morphine mixture and put into a lithotomy position 
that allowed physicians to have direct access to the vagina, streamlining the process of delivering 
a child. However, the lithotomy position is not an advantageous position for parturition because 
it inhibits the opening of the cervix and does not facilitate delivery (Thompson 2019).  
Physicians would also perform a surgical procedure to open the vagina with an incision to 
increase access. However, instrument assistance slowed down the processes of birth by 
decreasing the frequency of contractions. Twilight sleep eventually fell out of favor because 
delivery nurses vocalized the negative effects of opioids on women and babies (Thompson 
2019). One lasting impact of the twilight sleep movement was that by encouraging women to 
sleep during delivery, it promoted the technocratic model’s notion of separating women from 
their bodies and distancing them from the birthing process. It transitioned the perception of birth 
from a natural occurrence to an abnormal event that needed medical intervention. (Scott, 1982). 
Today, opioids are not used in the birthing process but it is common for women to use 
anesthetics, through either an epidural or spinal block (Macdonald, 2006). 
On the other hand, modern professional midwifery practice was established to provide 
care to poor and vulnerable families. The Frontier Nursing Service was founded in the 1920s and 
employed nurse-midwives to work in rural, underserved areas where there was a scarcity of 
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physicians (Raisler & Kennedy, 2005). In the early 20th century, midwives attended about half 
of the births in the country. Nonetheless, by the middle of the century, midwives attended fewer 
than 10% of births. This trend has been consistent for decades, and currently, only 8% of births 
in the United States are attended by midwives. In contrast, midwives are the primary caregivers 
for women in many other regions of the world. Even in developed nations, such as the 
Netherlands, France, and Sweden, midwives attend more than 60% of births (Kozhimannil et al, 
2015). 
Obstetrics and Midwifery Models of Birth  
Childbirth in the United States has been treated in a highly standardized way (Davis-
Floyd, 1994). The two birthing paradigms that have been prevalent in the literature are the 
technocratic, or obstetric, and holistic, or midwifery, models of birth. Works by Robbie Davis-
Floyd, Barbara Katz Rothman, and Pamela Klassen have been critical in formulating conceptual 
frameworks that promote the analysis of these contrasting birth models. The technocratic model 
is the core paradigm for the obstetric model of care (Cheyney, 2005). In this model, the female 
body is perceived as a defective machine and tools and technologies are utilized to assist the 
defective birthing machine (Davis-Floyd & Davis, 1996). According to Davis-Floyd & Davis 
1996, “the history of Western obstetrics is the history of technologies of separation. Separated 
milk from breasts, mothers from babies, fetuses from pregnancies, sexuality from procreation, 
pregnancy from motherhood.” On the other hand, the holistic model of birth, considers birth and 
pregnancy to be a normal experience rather than a diseased condition (Cheyney, 2005). Birth is 
something that women do, rather than something that is done to them (Macdonald, 2006). It 
should be noted that both of these childbirth models illustrate an extreme position along a 
continuum of perspectives, rather than discrete opposites (Cheyney, 2005).  
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In the obstetric model of birth, pregnancy is deemed as a medical condition that needs 
assistance. It utilizes a system-centered approach where pharmacological interventions, skills of 
physicians, and tools used during delivery are regarded as the best methods for birth. In this 
model, tools and technologies are utilized, even when pregnancies are not high risk. Examples of 
this include labor being actively managed, the induction of labor, continuous electronic fetal 
monitoring, premature rupture of membranes, episiotomy, and elective cesarean section 
(Dunham 2016). Routine obstetric procedures are normalized and as a result, it has been 
ingrained that while society cannot exist unless women give birth, birthing in the hospital is not 
viewed as the woman giving life, but rather the institution giving life (Gibson, 2014). However, 
increased use of technology and unnecessary interventions have contributed to unfavorable birth 
outcomes (Dunham 2016).  
Furthermore, Davis-Floyd explores the question of why the American birthing process 
has become standardized and technical, through what she depicts as cultural rites of passage. 
These rites of passage can be divided into three stages: separation, transition, and integration. In 
the technocratic birth model, the normal human body is based on a male perspective, wherein it 
is defined as a body that is not pregnant. As a result, the pregnant body is considered a deviation 
that must be carefully watched and managed to bring the body back to normal. This ideology can 
be seen in various fields of biomedicine (Davis-Floyd, 1994). For instance, a white, male body is 
the norm that clinical trials and general surgeries are designed around. In contrast, the female 
body is viewed as deviant and unpredictable. One example of this is the reflection of PMS, or 
premenstrual syndrome, which is considered a culture-bound disease. The female body is 
regarded as hysterical and constantly changing and needed to be regulated in a medical and 
political way (Chrisler, 2008). These cultural practices lead to internalizing of the technocratic 
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model, where women come to accept the notion that the female body is inherently defective and 
in need of assistance (Davis-Floyd, 1994). 
Over the years, women's rights advocates have pushed for patient choice, maternal 
control over childbirth, and improved communication between women and their physicians. 
They have also advocated for judicious use of interventions, including electronic fetal 
monitoring and nonessential C-sections, which can be dangerous due to their associations with a 
high rate of post-surgery infection (Dunham 2016). Miller and Shriver conducted a study that 
focused on how American childbirth is unique in a global context due to the immense reliance on 
obstetricians for even routine deliveries (Miller & Shriver 2012). They further depicted that even 
though “technology-intensive care” is the norm during childbirth and C-sections are increasingly 
common in the United States, many women are considering midwives as safer options for care 
during their pregnancy and birth.  “Women in different societies act in ways that they believe 
will maximize safety and minimize risk in childbirth, but these actions occur within a broader 
structural and cultural context” (Miller & Shriver 2012). 
Feminist anthropologists were some of the first to offer critiques of medicalized 
childbirth (Craven 2007). The concept of a “natural birth” has been used in feminist 
anthropology works about childbirth to criticize the biomedical and technocratic model of birth 
as integrally challenging and dangerous for maternal and child health. These central concepts can 
impact the embodied experiences of birthing women (Macdonald 2006). Critiques of the cultural 
interpretation of the female body as being weak and the medicalization of birth led to the 
promotion of non-Western birthing systems. Anthropological interpretations frequently 
portrayed midwifery as a universal tradition that relied on a simple or “appropriate” technology 
to aid the “natural” process of birth (Macdonald 2006).  
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The midwifery model of care is based on a holistic birth model that regards that the 
human can have diverse body experiences and psychological variations, which include 
pregnancy. Therefore, the pregnant body is considered a standard bodily state. The female body 
is viewed as powerful, able to progress, and is capable of bridging nature and technology. One 
prerequisite to this model is a connection between mind and body. The holistic model 
encompasses a mother-centered approach that focuses on intuition and natural ability. It allows 
space for the mother and her social unit to communicate with her whole body during the process 
(Cheyney, 2005). Practitioners of this model, including midwives, see themselves as assisting in 
birth and not delivering the baby. Pain is also viewed as a normal process that is naturalized and 
manageable, unlike in the technocratic model, in which it has to be treated and controlled 
(Schuiling, 2013). 
The midwifery model of care includes intensive attention and care from the midwife 
during pregnancy, labor, and birth. The connection between midwives and their patients has been 
regarded as a fundamental value undergirding the holistic model (Davis-Floyd & Davis, 1996). 
Midwives provide emotional and informational support to the mother while evaluating and 
addressing the needs of the neonate. For example, midwives may employ “different birthing 
positions that facilitate the mother’s ability to push the neonate out of her body, and non-
pharmaceutical comfort measures (Dunham 2016). Midwifery care is commonly considered a 
suitable choice for women that have low-risk pregnancies and no anticipated complications in 
delivery. This differs from the obstetrics model of care, which is utilized for both low-risk and 
high-risk mothers. If complications do occur, midwives transfer patients to hospitals (Dunham 
2016). 
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Classifications of Midwifery 
Although midwifery almost disappeared in the 1900s with the emergence and dominance 
of obstetrics, today there are three classifications of midwives in which someone can enter the 
profession: lay midwives, direct-
entry midwives, and certified nurse-
midwives (CNMs). Direct-entry 
midwives include Certified Nurse-
Midwives (CNMs) or Certified 
Professional Midwives (CPMs) 
(Caughey & Cheyney, 2019).  
Certified nurse-midwives 
(CNMs) are advanced practice 
registered nurses and obtain a Master’s or Doctoral degrees in a nurse-midwifery program. 
CNM’s can be employed in hospitals, birth centers, private practices, family planning clinics, 
health departments, and home birth practices (NCACNM). Both CMs and CNMs complete 
graduate-level midwifery programs and receive representation from the American College of 
Nurse-Midwives (ACNM), while Certified Professional Midwife (CPM) get representation 
through the North American Registry of Midwives (NARM) (Kennedy et al. 2003).  
Lay midwives, don’t have a formal system of education and instead may pursue training 
through an apprenticeship. Direct-entry midwives include certified midwives and certified 
professional midwives. Both are required to take national examinations and complete 
supplementary requirements for certification in the particular state that they will practice in 


















Figure 1: Source: (Kennedy et al, 2003) 
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difficulties in obtaining access to medications, laboratories, and to physicians who are willing to 
consult with them when necessary (Cheyney 2005). 
The process of certification and licensure has become a pressing issue for midwives. 
Certified Nurse-Midwives are legal in all 50 states, by the legal status of other midwives differs 
by state, which influences their place of attendance. For instance, states with a favorable outlook 
on home midwifery have midwives that attend births at home more frequently. However, in 
states where home births are less favored, direct-entry midwives could be employed in 
freestanding birth centers (Cheyney 2005).  
Midwives have been advocating for legalization and licensing in many states (Davis-
Floyd & Davis 1996). But the complexity of having three credentialing routes to become a 
midwife is unique to the United States and makes it difficult to achieve integration across birth 
settings. For instance, physicians and patients may not understand these diverse pathways and 




CHAPTER TWO: HEALTH IN NORTH CAROLINA 
North Carolina, or the Tar Heel state, has a population of about 10.4 million people, with 
over 51% being women. Numerous reports and statistical data have repeatedly shown that North 
Carolinian women face adverse health outcomes at far greater rates than a majority of other 
states in America. Appropriate and high-quality healthcare, financial security, and a safe 
environment are crucial for women of all ages and racial and ethnic backgrounds. Reproductive 
health and reproductive rights are fundamental areas that contribute to the wellness of women 
(National Institute of Environmental Health Sciences 2018). In this chapter, the prevalence of 
low birthweight infants, infant mortality rates, maternal mortality, maternal and child indicators, 
racial disparities, and healthcare in rural areas will be examined in the context of the health and 
well-being of mothers and infants in North Carolina. 
Health in North Carolina 
North Carolina has a substantial population that is encompassed in a cycle of poverty and 
poor health and statistical data provided in various reports depict these health disparities. For 
instance, the NC Council for Women and Youth Involvement conducted a report on the ‘Status 
of Women In North Carolina: Health & Wellness’ in which North Carolina received a D grade 
on the Institute for Women’s Policy Research’s Health and Well-being Index. The report 
provided information on the health of women, reproductive rights, and policy in North Carolina. 
It also highlighted the high infant mortality, STI, and uninsured rates in the state. However, 
advantageous health outcomes cannot fully be addressed without considering social, systematic, 
environmental, and economic factors that affect the wellness of women. Thus, the study also 
provided key policy recommendations to better the health of women including improving 
funding for survivors of interpersonal violence, reducing the insurance coverage gap, enhancing 
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medical investments in rural regions, increasing economic security, and investing in young 
people (NC DOA : The Status of Women in North Carolina, 2019). 
Additionally, the ‘Health and Women and Child Report’ from America’s Health 
Rankings was released in September 2019. It ranks all the states and the District of Columbia on 
a scale from 1 to 51, 1st being the healthiest and 51st being the least healthy. Overall, North 
Carolina was ranked 30th out of 50 
states and the District of Columbia. One 
interesting trend was that four of the 
five lowest-ranked states were Southern 
states. The lowest-ranked states 
experience the highest health 
challenges. On the other hand, the 
highest-ranked states were Northeastern 
states (Map 1). 
The rankings were developed by considering the World Health Organization’s standards 
for health and wellness. The report consisted of fifty-five measures in five categories including 
behaviors, community and environment, policy, clinical care, and health outcomes. The report 
revealed that in North Carolina smoking among women, tobacco use among youth, and teen 
births decreased. However, North Carolina still faces issues such as high physical inactivity 
among women, intensified homelessness, and a high cost of infant child care. Additionally, the 
rates of obesity and diabetes are significantly high in North Carolina (ranked 40th for obesity, 
and 45th in diabetes). Social and economic factors play key roles in health outcomes and North 
Carolina’s high uninsured and food insecurity rate is a major concern (ranked 41st for the highest 
Map 1: 2019 State Rankings 
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number of uninsured and largest food insecurity). North Carolina has a relatively high infant 
mortality rate and is ranked 41st for infant mortality. The neonatal mortality ranking is just as 
concerning, with North Carolina ranking at 44th for neonatal mortality. Women in North 
Carolina also give birth to higher low birthweight babies than women nationally, with a ranking 
of 43rd for low birthweight (Health and Women and Child Report, 2019). 
Definitions and Formulas 
The definitions and formulas utilized in the following tables and graphs were 
incorporated from the ‘North Carolina Vital Statistics 2018 Report,’ and the ‘2019 County 
Health Rankings & Roadmaps data.” Data was obtained through the Compressed Mortality File, 
which includes information on a county-level from 1968-2017. Rate is obtained by dividing the 
number of occurrences of a particular event by the average individuals at risk for that event. 
Unless specified, the rate is articulated per 1,000 in a population. Similarly, the low birthweight 
rate is calculated by dividing low birthweight births by total births and multiplying it by 100 
(North Carolina Vital Statistics, 2018). 
A birth attendant is a health professional, mostly either a physician or certified nurse-
midwife that specializes in providing care to pregnant women. Low birthweight is defined as 
infants that weigh less than 2,500 grams, or five pounds and 8 ounces, at the time of birth (North 
Carolina Vital Statistics, 2018). Infant mortality is defined as the death of an infant under the 
first year of life. The infant mortality rate is calculated by dividing the numerator or the total 
number of deaths of infants in one year by the number of total live births in one year. In addition, 
it should also be noted that statistically, infant mortality is a rare occurrence. For rates based on 
low numbers, such as deaths lower than 10, should be inferred with caution. Moreover, infant 
mortality is a significant long-term health outcome and impactful policy changes may not be 
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observed over a longer time period. Nonetheless, it should be noted that the 2019 County Health 
Rankings utilized data from 2011-2017 for this calculation.  (Infant mortality in North Carolina | 
County Health Rankings & Roadmaps, n.d.) 
Low Birthweight  
Low birthweight infants are a health concern across all 
states in America. Low birthweight can be a result of a plethora 
of risk factors: preterm delivery of the infant, or maternal health 
conditions including preeclampsia, diabetes, malnutrition, and 
STIs. Behaviors such as smoking, cigarette and alcohol use can 
also lead to premature infants. Low birthweight and premature 
babies can suffer from long-term effects such as increased risk of 
heart disease, diabetes, obesity, and developmental disabilities (March of Dimes, 2019). In North 
Carolina, the percentage of low-weight births are 9.2%, higher than the national average of 8.2% 
(Graph 1).  The rates of low birthweight infants are even greater for Black women across local, 
state, and national levels. As depicted in Table 3, Black women in North Carolina (rate 14.2) are 
almost twice as likely to give birth to low-weight babies than White (rate 7.0) and Hispanic (rate: 
7.6) mothers (Racial and Ethnic Disparities in NC Report Card 2010).  
Table 3: Racial and Ethnic Health Disparities in NC Report Card 2010 (1999-2003, 2004-2008) 




Af. Am. Non-Hispanic 
Births 




1999-2003 7.5 13.9 10.8 6.2 
2004-2008 7.8 14.4 10.7 6.3 
2014-2016 7.5 14.1 12.0 7.0 
2017 7.7 14.5 11.1 7.6 
2018 7.5 14.3 11.9 7.5 
 
Graph 1: NC Vital Statistics, 2018 
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Graph 2: Total Low Birthweight Rate in NC (2014-2018) 
Infant and Maternal Mortality  
Along with low birthweight, statistical data on the implementation and operation of 
reproductive health systems can be measured by infant and maternal mortality. Infant and 
maternal morbidity and mortality are influenced by numerous risk factors, many of which are 
difficult to track and thus not present on vital statistical data. The ‘Racial and Ethnic Health 
Disparities in North Carolina Report Card for 2017’ presents data on five risk factors: maternal 
obesity, maternal overweight, breastfeeding, access to prenatal care, and health insurance. In 
North Carolina, maternal obesity is 31.0%, while maternal overweight is 25.7%. Breastfeeding 
rates at discharge vary drastically based on racial and ethnic background. 15.9% of White non-
Hispanic infants are not breastfed at discharge, compared to 31.0% of African-American non-
Hispanic infants, 42.3% of American-Indian non-Hispanic infants, and 11.4% of Hispanic 
infants. Moreover, from 2014-2016 1 in 3 pregnant women obtained no prenatal care or obtained 
prenatal care only when entering their second trimester. Once again, these rates are even higher 
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35.9% of American-Indian mothers get zero to limited care, compared to 23.9% of White 
mothers. 
Infant mortality rates are higher in the United States than in other developed countries. 
Common causes of infant death include premature birth, low birthweight, birth defects, and 
pregnancy complications. As previously mentioned, North Carolina is ranked 41st in the country 
for infant mortality, with a rate of 7.2 deaths per 1,000 live births, compared to the national rate 
of 5.2. Similar to low weight babies, African-American Non-Hispanic and American Indian 
Non-Hispanic births have significantly higher infant mortality rate than White Non-Hispanic 
births (Table 4).  On the other hand, Asian/Pacific Islander mothers in North Carolina have the 
lowest infant mortality rate at 4.5 deaths per 1,000 births.  
Table 4: Racial and Ethnic Health Disparities in NC Report Card 2010, 2018; NC Vital Statistics for 2014-2018 




Af. Am. Non-Hispanic 
Births 




1999-2003 6.3 15.0 11.0 6.1 
2004-2008 6.2 15.2 13.2 6.3 
2012-2016 5.4 13.0 9.0 5.1 
2014-2018 5.2 12.7 no data 5.6 
2018 5 12.2 no data 4.8 
 
Data on infant mortality is also collected on a county-level scale and can be assessed by 
dividing the counties into perinatal care regions (PCR). There are six identified PCR regions: 
PCR I or western counties, PCR II or northwestern counties, PCR III or southwestern counties, 
PCR IV or northeastern counties, PCR V or southeastern counties, and PCR VI or eastern 





When evaluating racial disparities in infant mortalities in North Carolina counties, the 
data indicated that almost every county with formative infant mortality rates, had higher rates for 
African-American non-Hispanic infants than White non-Hispanic infants. Graph 3 showcases 
these discrepancies per PCR region in North Carolina. Another measure utilized by the North 
Carolina Department of Health and Human Services are disparity ratios. Disparity ratios are 
obtained by dividing the rate of one group by the rate of the White group and are then allocated a 
letter grade. A disparity ratio of 0.0-0.5 denotes a letter grade of A, disparity ratio of 0.6-1.0 
denotes a letter grade of B, disparity ratio of 1.1-1.9 denotes a letter grade of C, a disparity ratio 
of 2.0-2.9 denotes a letter grade of D, and a disparity ratio 3.0 or greater denotes a letter grade of 







Graph 3: Source: North Carolina Vital Statistics for 2014-2018 
Map 2: Perinatal Care Regions in NC; Source: NC Perinatal Association 
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North Carolina has 100 counties 
and when comparing White Non-
Hispanic and African American Non-
Hispanic infant mortality rates, the 
majority of counties received a grade of 
D or F (Graph 4).  Comparing disparity 
ratios over time can illuminate if 
disparities in the region are worsening or 
improving. However, it should be noted that since grades don’t take into consideration additional 
trends in the region or how North Carolina is ranked compared with the national rates, lower 
disparity ratios (letter grade of A or B) could still represent the need for improvement in the 
county.  
Maternal mortality is defined as deaths related to or intensified by pregnancy or its 
management through childbirth and postpartum (WHO, 2020). According to the ‘Health and 
Women and Child Report’ for every 100,000 lives births in the United States of America, there 
was a 29.6 maternal mortality rate. This trend is strongly influenced by age, racial background, 
and location. The CHIS Studies from 
the Center for Health Informatics and 
Statistics in North Carolina, collected 
maternal mortality ratios in North 
Carolina between 1916 and 1999 by 
examining death certificates’ 
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Graph 4: Infant mortality racial disparities between White Non-Hispanic and 
African American Non-Hispanic (2014-2018), Source: Racial and Ethnic 
Health Disparities in N.C. - Report Card 2010 
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With significant advances in medicine, it is evident that maternal mortality has overall decreased 
over the century. Similar to infant mortality, maternal mortality is a rare incident so trends must 
be examined over a period of time.  
In the United States, Black/African American mothers had a maternal mortality rate of 
63.8, compared to American Indian/Alaska Native mothers with a rate of 43.6 and White 
mothers with a rate of 26.1 (Health and Women and Child Report, 2019). Multi-year data over 
the past two decades from the DHHS State Center for Health Statistics indicates that African 
American Non-Hispanic women in North Carolina have mortality rates that are three times 
higher than White Non-Hispanic women (Graph 6). North Carolina has a substantial population 
of African Americans that live in poverty and thus, are encompassed by the cycle of poverty and 
poor health. Studies have indicated that obesity and diabetes are risk factors of maternal 
mortality. However, when comparing White women and African American women with similar 
obesity complications, African American women still have higher levels of maternal health 
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Birth Attendants  
In North Carolina, the primary maternal care providers are physicians or certified nurse-
midwives (CNMs). Moreover, by state law, CNM’s must have a supervising physician’s 
signature to be able to practice. North Carolina is one of the few states that require this. As 
depicted in table 5, birth in North Carolina is predominantly attended by physicians (North 
Carolina Vital Statistics, 2018). 
 North Carolina Vital Statistics for 2014-2018 and 2018: Live Births Attendant 
Table 5 Live Birth Attendants from 2014-2018 (North Carolina Vital Statistics for 2014-2018) 
The Sheps Center for Health Services Research at UNC-Chapel Hill has the Program on 
Health Workforce Research and Policy that oversees studies related to health workforce policy. 
One aspect of the program is exploring the number of health professionals in North Carolina 
down to a county level. This data is available through an interactive data tool. This visualization 
showcases that in 2018 there were 1,130 physicians with a primary area of practice of obstetrics 
and gynecology in North Carolina. On the other hand, in 2000, there were only 167 midwives 
and by 2018 there were 303 certified nurse-midwives in the state of North Carolina. This 
indicates a growth of 81% in the number of midwives between 2000 and 2018. Overall, the state 
rate is 1.09 obstetrician-gynecologists per 10,000 population, compared to 0.290 CNMs per 
10,000.  
When examining North Carolina’s Vital Statistics data for low birthweight and infant 
mortality rates, Shep Centers Health Professions Data, and County Health Rankings & 
Roadmaps’ overall county health ranking, a noticeable trend is observed: counties with greater 
 Total Rate 
(%) 
White, Non-
Hispanic Rate (%) 
African-American, Non-
Hispanic Rate (%) 
Hispanic 
Rate (%) 
Physician (DO or MD) 86.4 85.4 88.3 87.3 
Certified Nurse Midwife  12.7 13.6 11 11.9 
Other Attendant 0.9 1 0.7 0.8 
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Table 6 (above): Counties with high infant mortality rates were ranked low in overall county health. 
Table 7 (below): Counties with low infant mortality rates were ranked high in overall county health 
 
low birthweight and infant mortality rates have fewer obstetrician-gynecologists and certified 
nurse midwives, demonstrate a poorer quality of life, and are also ranked low in overall county 
health (Table 6). The opposite trend is observed for counties that are ranked high in overall 
county health: lower infant mortality and birthweight rates, higher numbers of obstetrician-
gynecologists and certified nurse midwives, and a greater quality of life (Table 7).  
 
 




2018 NC Health 
Professions Data 
Quality of Life: 
Poor or Fair Health 
Low birthweight 
(2011-2017) 
Wake 1 6 OB-Gyn: 152 (1.42) 
CNM: 37 (0.35) 
13% 8% 
Orange 2 4 OB-Gyn: 54 (3.75) 
CNM: 22 (1.54) 
17% 10% 
Union 3 5 OB-Gyn: 12 (0.52) 
CNM: 3 (0.13) 
24% 11% 
Mecklenburg 4 6 OB-Gyn: 179 (1.63) 
CNM: 37 (0.34) 
24% 13% 
Camden 5 Unavailable  OB-Gyn 0 (0.00) CNM: 
0 (0.00) 
18% 10% 




2018 NC Health 
Professions Data 
Quality of Life: 
Poor or Fair Health 
Low birthweight 
(2011-2017) 
Hertford 82 16 Ob-Gyn: 2 (0.84)  
CNM: 1 (0.42) 
23% 12% 
Robeson 100 11 Ob-Gyn: 9 (0.69)  
CNM: 6 (0.46) 
29% 12% 
Halifax 91 11 Ob-Gyn: 2 (0.39)  
CNM: 2 (0.39) 
24% 12% 
Scotland 99 11 Ob-Gyn: 3 (0.84)  
CNM: 2 (0.56) 
28% 13% 
Pitt 50 11 Ob-Gyn: 28 (1.58) 
CNM: 7 (0.40)  
20% 10% 
Edgecombe 97 11 Ob-Gyn: 4  
CNM: 0 (0.77) 
25% 12% 
Montgomery 42 11 Ob-Gyn: 0 (0.00)  
CNM: 1 (0.36) 
21% 10% 
Richmond 95 10 Ob-Gyn: 1 (0.22)  
CNM: 0 (0.00) 
24% 12% 
Bladen 93 10 Ob-Gyn: 2 (0.59s)  
CNM: 1 (0.29) 
24% 11% 
Beaufort 79 10 Ob-Gyn: 4 (0.84)  
CNM: 1 (0.21) 
19% 10% 
Rockingham 75 10 Ob-Gyn: 5 (0.55)  
CNM: 2 (0.22) 
18% 9% 
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Rural Hospital Closure 
Another program conducted by the Sheps Center is the NC Rural Health Research 
Program, which includes examining rural hospital closures in North Carolina. A rural hospital 
provides “inpatient, outpatient, and emergency medical services in rural communities” (HRSA). 
A closed hospital is “a facility that stopped providing general, short-term, acute inpatient care” 
(Office of Inspector General, 2003). Many closed hospitals discontinue inpatient services but 
continue to offer emergency services or shift to another location. Since the recession in 2008, 
hospital closures have increased on a national scale. Numerous reasons can lead to hospital 
closures, such as financial difficulties, shifting demographic trends, varying healthcare delivery, 
and state and federal policy (Germack et al, 2019). 
States with the majority of rural hospital closures are concentrated in the South and 
Midwest regions (Germack et al, 2019). In these southern regions, populations suffer from high 
poverty rates and low rates of healthcare insurance (Garfield, 2017). Additionally, rural areas 
have higher mortality rates than those that reside in metropolitan areas. Since 2005, studies have 
indicated that the mortality rate between rural and urban regions have tripled (Hoffman, 2017). 
Thus, closing hospitals in rural areas can have further detrimental effects on the community. For 
instance, individuals in the region become unemployed, have to travel farther for quality 
healthcare services, and have worse health outcomes. Moreover, loss of hospital-based obstetric 
care has shown to heighten maternal health issues in rural areas. One study that examined the 
association between the closure of hospitals and birth outcomes in rural regions, depicted an 
increased risk of preterm births and low prenatal care use. (Kozhimannil, 2018). 
Over the past 15 years, 11 hospitals have closed in North Carolina or relocated and over 
30 of the 100 counties in North Carolina do not have any obstetric care providers. As depicted 
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through the various statistical data analysis, North Carolina has considerable health and racial 
disparity gaps in low birthweight, infant mortality, and maternal mortality, which varies 
drastically depending on the county (North Carolina Vital Statistics, 2018). Rural counties have 
worsening maternal health rates as obstetric services end with the closure of rural hospitals. 
However, for counties with diminishing populations that are unable to maintain full-functioning 
hospitals, one solution that has been described is implementing midwifery-led care and allowing 
midwives to practice independently without physician supervision. “Policy could promote care 
delivery models that rely on team-based care and non-physician providers” (Germack et al. 
2019). In the next chapter, the perspectives of midwives and their model of care will be depicted. 
How midwives can be better implemented in healthcare systems could play a key role in 
improving rural-maternity care gaps and alleviating North Carolina’s worsening maternal and 
infant health outcomes. 
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CHAPTER THREE: PERSPECTIVES OF PRACTITIONERS  
Obstetrician-gynecologists and midwives are two primary practitioners that provide care 
for pregnant women. To understand maternal and infant health in North Carolina, semi-
structured interviews were conducted, with a primary focus of understanding midwifery led-care. 
Interviews explored the topics such as misconceptions about midwifery, the midwifery model of 
care, prevalence of caesareans, importance of risk assessment, impact of various types of 
midwives, and improvements needed in the field. Addressing these topics are essential when 
regarding how to better implement midwifery as a standard of care in our healthcare system. 
Implementing midwifery as a standard of care can help tackle health gaps in rural areas with 
insufficient care for women. 
BECOMING A MIDWIFE 
All the midwives I interviewed were certified nurse midwives (CNMs). In North 
Carolina, only CNM’s are legally able to practice in the state. To become a CNM, one has to be a 
registered nurse and have completed an advanced degree program in nurse-midwifery. The 
interviewees joined the field of midwifery for a plethora of reasons. One midwife had a 
background in public health but wanted to approach women’s issues from a more direct and 
comprehensive perspective. Another midwife was interested in helping disadvantaged women 
and families. Midwife 107 describes her experiences of being a nurse at a time when Twilight 
sleep was still prevalent: 
“When I went to nursing school, that was back when they were giving women Twilight 
sleep and partners were not allowed in the rooms during birth. Moms didn't even get to 
hold their babies. I just thought it was so barbaric. So, I started doing some reading and 
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learned about the natural birth community so that's how I started finding out about 
midwifery and decided that's what I wanted to do.” 
But one common theme in why most participants pursued a career in midwifery was 
because the role and philosophy of midwives was appealing to them. Numerous midwives spoke 
about the different perspective that midwifery presents compared to a medical perspective. 
Midwifery having a holistic approach with the idea of pregnancy and birth being a normal life 
event was brought up in several interviews. However, while pregnancy is viewed as a normal 
part of life Midwife 108 explains how pregnancy can still upend people’s life and the role that 
midwifery then plays: 
“There's lots of complexity in people's lives. They [pregnancy] are very disruptive no 
matter how planned. So as midwives, we spend a lot of time being with people, whether 
that's in visits or helping them think through things or being with them in labor. And I 
like it…I feel really invested, very invested in my prenatal care, because I might be 
catching their baby or someone close to me will be.” 
Midwifery-led care almost disappeared in the 1900s with the advent of modern obstetrics. 
Today, the medicalization of birth and the technocratic model of birth is a big part of literature 
when considering maternal and child health care. The interviews revealed how the history of 
midwifery was part of the education for most midwives, especially midwives that are new to the 
field. For example, Midwife 101 describes how she was taught that the startup of midwifery was 
for the rural communities that didn't have a healthcare provider. Midwives in these communities, 
especially rural areas in North Carolina, were the sole health care provider before the rise of the 
public health system and obstetricians. Midwife 103 further communicated the importance of 
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African American granny midwives in the community, particularly in the South and why it is 
important to know and understand history. 
“I think it’s really, really important to understand where the midwives really come from, 
where they originated from and to respect that. We don't really talk about that a lot. But I 
don't think that we should overlook that.” – Midwife 103 
Older vs Younger Practitioners 
            Interviewees conveyed that while the training and model of care for older and younger 
midwives are the same, it is a different environment for younger midwives today. As one older 
midwife states: “Older midwives were on the frontline, trying to justify midwifery care and 
getting evidence-based care” (Midwife 101). Many midwives talked about younger midwives 
wanting a work-life balance, but that it doesn’t take away from how dedicated they are to the 
midwifery model of care. Midwife 111 spoke about the generational divide, where younger 
midwives want a work-life balance, but that it still doesn’t exist: “There are times when I feel 
like it’s an expectation that you do sacrifice for this.” 
Midwife 103 discusses how her approach is more medicalized than older midwives, who 
have more experience and wisdom, thus may approach care differently than her. Newer 
midwives practicing a more medical or technocratic model of care was one common theme in the 
interviews. In healthcare today, there is a prominent culture of fear of having adverse health 
outcomes, as a result, newer midwives rely more on technology and may call on physicians more 
for decision making, However, Midwife 107 believes that this is due to some self-doubt that will 




MISCONCEPTIONS ABOUT MIDWIFERY 
As depicted in chapter 1, physicians are the most common birth attendants in North 
Carolina, with only 12.7% of births attended by midwives. Since midwifery-led care is not the 
norm in the United States, there are many misconceptions about midwives and their scope of 
practice. The most common misconceptions that participants spoke about is that midwives only 
deliver in the house and that they only take care of pregnant women. Midwife 110 addressed 
how a lot of people don't realize that midwives practice “womb-to-tomb care,” which means that 
midwives can take care of women throughout their lifespan. 
Midwives are also mistaken for doulas. Midwife 103 states that collaboration is key and 
views doulas as a neutral median between the midwife and the patient. Trained doulas can 
provide extra support in labor, help manage patient’s pain, and also be a key advocate for the 
patient during labor. Midwife 107 further describes the interplay between doulas and midwives: 
“Doulas don't offer any kind of medical care, but they're just more supportive roles. We 
have a great working relationship with doulas, a lot of patients that seek out midwives 
always also want doulas. A lot of the time we are just kind of tripping over each other 
offering support to women. They [doulas] can go to their homes before they come to the 
hospital and they're with them every single moment, where I might have two ladies in 
labor and then I’m going back and forth between rooms where the doula would just be in 
one.” 
Another misconception that midwives spoke about is patients believing that they would 
not be allowed pain medication during labor if they wanted it. Midwife 104 communicated how 
many patients want midwives to support them in physiologic labor, but that patient choice is 
crucial. 
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Multiple midwives elaborated on how many physicians are also not fully aware of what 
midwifery care encompasses, and this can hinder the progress for improved collaboration 
between midwives and OB-GYNs. Midwife 104 spoke about how even if there is a good 
collegial relationship with doctors they work with, this lack of education about midwifery is 
problematic because it hinders support for legislative efforts. Furthermore, Midwife 108 
introduced two key ways to overcome this: introducing midwifery care in medical school 
education and unlinking midwives with licensure from physicians. Being independent 
practitioners will help battle the top down culture that is prevalent in the health care system 
today. Rarely are midwives aligned independently with other departments in hospitals. It’s also 
less common for midwives to be the practice owner, which further augments this hierarchy with 
physicians at the top. 
MODEL OF CARE 
Women seek out midwives for various reasons including, wanting a holistic birthing 
experience, more intimate care, or simply desiring a female provider. As one interviewee 
explained, there are core competencies for midwives and this is what they are trained to do that 
assist women in their pregnancies prenatally, during labor, and postnatally. 
Prenatal Care 
Midwife 101 concurs that “communication is the biggest thing I think that midwives do.” 
In prenatal visits, midwives consider educating women and helping them understand what is 
going on with their body as a major competency. This includes providing information on 
nutrition and exercise, assisting women to stay healthy so that they're more likely to birth 
normally, aiding women to learn to trust the process of birth. 
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“Being fearful causes problems. Helping women understand their options, so they feel in 
control and are then less fearful that way. Communicating that they [patients] can do this 
because we trust them to do this. By giving them the information, it becomes a different 
mindset as far as prevention, health promotion, and non-intervention. It allows for low-
tech, high-touch care. So that along with just listening to women, listening to what’s 
going on with them and what they want” (Midwife 107). 
She also considers prenatal care as 90% social call. It is a time for the patient to get to know and 
build trust in the midwife and vice versa. Midwife 109 shares a similar sentiment that the 
relationship and connection with the patients that they serve is crucial. She affirms that midwives 
have advantageous outcomes due to this relationship that is fostered during care: 
“I would say that the first intervention, if you want to call it an intervention is trust. That's 
a critical cornerstone of midwifery care, building that trust and building that relationship. 
We have the outcomes that we do because we focus on the partnership, we focus on the 
relationship, and we focus on the person that we are taking care of in the context of their 
lives” (Midwife 109). 
One midwife deems time as an essential intervention. Taking the time prenatally to inform and 
educate patients builds trust, and this can be fundamental during labor. 
“Working in a community birth setting or out-of-hospital birth setting, part of that for me 
is that if I then say to you, "we need to go to the hospital and we need to go now." You 
have a basis of trust with me to recognize that if I'm that concerned, and I don't have time 
to go through all the rest, we need to act quickly and that you trust that I am making a 




Labor is divided into different stages. One vital strategy many midwives mentioned is 
recommending movement during labor. Midwives advocate for different positions, whether that 
is on a patient’s hands and knees, using a birthing ball for position changes, or going to the 
shower, toilet, bed, and water tubs if available. Using various positions and movements 
facilitates vaginal delivery and can be vital for women who want to have natural labors. Women 
are also encouraged to eat and drink. Intermittent fetal monitoring is utilized for low risk patients 
who don't require continuous monitoring. Other skills and interventions mentioned by midwives 
include using internal monitors, repairing tears, conducting midline episiotomies, and being first 
assists in caesarean sections. Midwives can do VBACs [vaginal birth after cesarean] and can also 
be trained to do vacuum-assisted deliveries. 
Midwife 111 discusses how in interacting with her patients she clarifies that because she 
perceives pregnancy and birth as normal, does not mean that she’s not actively looking for 
complications.  Midwives utilize tools and have a flexibility and willingness to employ different 
interventions to prevent a worse problem. Midwife 107 shares some interventions that midwives 
are more cautious about, including excessive vaginal exams during labor and being cautious 
about rupturing membranes early because that can increase the risk of infection. Additionally, 
midwives don't routinely induce women without a proper medical reason because that can 
increase the risk of a C-section. 
One key competency that several midwives touched on is the midwifery philosophy of 
birth. Midwife 103 notes how midwives don’t view birth or labor as a medical problem, but 
instead as a normal physiological process. Midwife 105 expands on how she didn’t realize until 
she worked at a birth center that taking care of low risk women is its own skill set and how 
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interventions are limited unless they are necessary: “Midwives know not to interfere with the 
process [labor] if it's going well, but also know when to intervene to keep people safe.” 
Various participants noted that many physicians do not know what labor is like. Midwife 
104 emphasizes the importance of physicians to attend births with people that have undisturbed 
labor and examine what a normal labor looks like. Midwife 104 expresses that there is a huge 
psychological component to labor that OB-GYNs don’t do as well due their training: 
“They [OB-GYNs] are scared of birth because that is how they are taught. They are 
taught the pathological model, which is that there's something wrong with you until 
proven otherwise. And that is not our [midwifery] model. Our model is one of 
physiology, which is that birth is normal until proven otherwise.” 
Midwife 109 eludes to how the midwifery model of care requires a different skill set 
from physicians by provides an example of how this difference in how birth is viewed and taught 
can intrude the natural process of labor: 
“I've been with so many people who are trucking along at home and they come into the 
hospital and their labor stalls until they get comfortable, until they feel calm, and then 
things would pick up again. But a lot of times physicians won't wait for that, they're like 
“Okay there's a problem here we got to fix it, we'll give them some Pitocin.” Or, “There's 
a problem here we're going to fix it, we're going to give them a C-section.” And to be fair 
to physicians, they do have a lot of demands on their time. They don't have time to wait.” 
Another intriguing point Midwife 109 makes is how labor and delivery in the hospital resembles 
the ICU, and because it is treated like an intensive care situation, it can end up being an intensive 
care situation. Midwifery 111 expands on how this medical model in our health care system can 
 40 
play a role in taking away patient autonomy and making it difficult for patients to advocate for 
themselves, much less be heard and respected: 
“My job is to explain why I would recommend doing something and allow informed 
consent. On the other side of the coin is informed refusal; you [patient] may not make a 
choice I agree with, but I'm still going to treat you with respect and still try to take care of 
you to the best of my ability. I feel like there's a lot to be said for the patriarchy, for lack 
of a better word, of medical authority, and institutionalized racism. All of those things 
rolled together where you walk into a hospital regardless of what you are there for, your 
clothes are taken away, your autonomy is taken away, you're put in a bed, people come 
into your room…you don't have a choice, you don't. The system is set up in such a way to 
reduce our ability to advocate for ourselves. And that certainly was never the intent of the 
system.” 
Midwife 107 acknowledges that many physicians are starting to recognize how much 
midwives do as far as labor that allows for better health outcomes: “They're listening to studies 
that show that non-intervention is probably a better policy.” In one midwife’s experience, she 
addresses that through collaboration and learning from each other, the importance of being 
patient during labor is acknowledged as long as things are progressing (Midwife 105).  
High C-Section Rates   
The United States has a high C-section rate compared to other industrialized countries. 
Midwife 109 contributes the way labor and delivery is set up, how birth is approached as an 
illness, and the fact that many younger OB-GYNs are not exposed to normal birth and delivery 
to the high prevalence of C-sections. Interviewees shared their perspectives on how midwifery-
led care assists in lowering caesarean section rates by relating it to the midwifery model of care. 
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This includes by maintaining relationships with patients, not putting women on a schedule during 
labor, and judiciously using interventions. 
Participants also state that the overall health of Americans contributes to these rates. 
Obstetrician-Gynecologist 106 affirms that introduction of electronic fetal monitoring, people 
have babies later, and generally being more sedentary and heavier contributes to higher rates of 
caesareans. Midwife 112 explains that educating patients during prenatal care, encouraging good 
nutrition and staying active during pregnancy, as well as, informing them about position changes 
and mobility during labor can not only empower women but also lower caesarean rates. 
The most common response by interviewees for why the C-section rate is high is the 
rampant litigiousness in the United States. Physicians don’t want to get sued and as a result the 
medical model of care values intervention at the earliest sign of irregularity. This is reflected by 
the responses of both Obstetrician-Gynecologists:    
“The attitude is "If I don't do it and there is a bad outcome, I'm going to get sued. If I do it 
and there is a bad outcome, then it's not my fault" (OB-GYN 106). 
“I think we don't want to be sued. And the question is always “why didn’t you intervene 
earlier.” Well, if I knew something bad was going to happen I would intervene earlier” 
(OB-GYN 102). 
Obstetrician -gynecologist 102 also states that context and location matter as well. He discusses 
that in a private practice model, patients are put on a timeline and if there is failure to progress 
during the day, that can lead to more caesareans. On the other hand, in hospital settings if labor is 
slow, but progressive, they are able to wait and restart the next day.   
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Furthermore, interviewees touched on how there isn’t a way to help families who have babies 
that are born with birth injuries, so the only way to pay for the care of that child that's harmed is 
to sue. 
“Along with risk factors, we have a medical legal system that makes it sort of appealing 
to sue if something goes wrong, and we have a healthcare system that can’t provide the 
support for parents of special needs children. If you're a family that's poor and you have 
an adverse outcome with a birth, you can't afford a wheelchair for your child, physical 
therapy, and all the appointments so you sue so that you can raise that child. As a result, 
moving to a caesarean becomes appealing” (Midwife 105). 
Postpartum Care 
One hallmark of midwifery care cited by Midwife 109 is doing careful screening and 
being able to discern what is normal and what is not during this time, including patients’ 
concerns. Participants acknowledged that a lot of patients have some anxiety and depression. 
Through communication, education, and tests, such as the Edinburgh Postnatal Depression Scale, 
midwives can screen for mood disorders both prenatally and postnatally. Midwife 103 shares the 
importance of assessing each patient with a calm and respectful demeanor and informing patients 
about postpartum blues versus postpartum depressions. Communicating the signs and symptoms, 
discussing past mental health history, and informing them about treatment through medication 
and counseling is essential. Connecting patients with resources such as social work and psych 
consults is important as well. 
Another unique perspective stated by Midwife 111 is that midwives sees the mother and baby as 
a unit: 
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“I think for full scope midwifery care you're continuing to also care for the mother 
and the infant for the first 28 days of life, you're not seeing them as separate entities yet. 
You’re still seeing them together, as one.” 
Midwives have understood the importance of the fourth trimester for a while, but physicians are 
now acknowledging it’s important. As one midwife explains, this is beneficial because it can 
contribute to improved reimbursement. 
“We [midwives] have been all along, having close phone calls in the first two days and 
then, and then visits at two weeks and six weeks, even though it may not be reimbursed 
and be paid for, we just find that it's important. It should be paid for and I'm glad that 
physicians are bringing attention to it because now the insurers will invest in that care.” 
(Midwife 109) 
Midwife 111 elaborates that midwives are more willing to spend more time with patients 
and discuss subjects like breastfeeding, changes in mood, tactics to alleviate stress postpartum, 
and coming up with strategies for addressing situations such as protected sleep, child care, meal 
setup. However, she elaborates that midwives don’t get paid for that time spent with patients and 
stresses the importance of reimbursement. Obstetrician-Gynecologist 102 also affirms how he 
has a limited time slot with patients and therefore having resources to refer patients too is 
helpful. 
“There are such great resources here [ at the hospital] that I can transfer them over too. 
Because I know farther out they get it’s less in my wheelhouse of what I do and again for 
other support. Sometimes they don’t need medication, but instead therapy - to talk to 
someone, strategies about sleeping, copying with support or lack of support. Sometimes 
it's just a matter of strategies about how you speak to a partner, get them to do a nighttime 
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feed and I can give some strategies about that, but I'm not as good at it as a specialist 
could be. And I also don’t have 35 minutes, when they could devote to this. Ultimately, 
there are folks who do a better job at doing that” (OB-GYN 102). 
However, many areas don’t have resources readily available for women. Midwife 112 
who works in a rural area discusses how difficult postpartum care can be for women: 
“Being in a rural area, the negative I see for our ladies, especially those with no 
insurance, is the lack of resources for counseling services, and treatment postpartum is 
scarcer.” 
Due to these resource disparities in the community, she provides ongoing education around 
perinatal mood disorders and treatment of women postpartum as a midwife working in the health 
department. 
Another important point that was touched on was the impact of Medicaid cutting off 
abruptly during the postpartum period. For example, if a patient is diagnosed with postpartum 
depression during their four to six-week visit, midwives can start them on medication, but their 
Medicaid will expire soon, which restricts continuing care. Similarly, if a patient had gestational 
diabetes or high blood pressure during pregnancy, any medication is covered in that time period. 
But these conditions can continue after delivery and patients might need general diabetes 
management or general hypertensive medications, which they will not have insurance to cover 
for. Therefore, follow-up postpartum is essential but unavailable due to the loss of insurance. 
PATIENT CHOICE 
Patient choice was mentioned many times in the interviews. This includes patient choice 
in relation to where women decide to give birth, whether in a hospital, birth center, or at home. 
Interviewees mention that patients opt for midwifery-led care for a plethora of reasons including 
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wanting an active role in their care, an overall mistrust of the medical system, but essentially that 
women want to be heard. Many women have traumatic birth experiences and that is reflected in 
their birth plans: 
“There's a large number of women out there who have birth trauma. And I'm not talking 
about a bad outcome. I'm talking about mom and baby are okay but the experience was 
traumatic to them mentally and emotionally. And some of them could qualify for PTSD. 
So, they [women] are looking for something different when they choose midwifery” 
(Midwife 101). 
Midwife 105 works at a birth center and explains that many women decide to give birth at a birth 
center because of this strong dislike and distrust of hospitals and medicine. Midwife 110 also 
elaborated on seeing a lot of women come to the birth center who have histories of trauma and 
have depression and anxiety due to them. Most participants spoke about the importance of 
listening to women to prevent the distress women are exposed to and the mistrust that they feel. 
“Listen to women. Treat them like people. Treat them like people in the context of their 
lives. And listen to them, if they tell you that they don't feel good. Don't tell them off” 
(Midwife 109). 
“Women want to be listened to and they want to be treated respectfully, and they want to 
participate in their care. And they want to know that they're going to be supported in their 
decision making. It really all boils down to that” (Midwife 105). 
One midwife talks about how her past experiences working in a labor room with doctors. 
She felt that at times the fetus is kind of more of a concern, and comes first before the mom. 
“Sometimes I feel like we forget the mom and we forget the family” (Midwife 103). This can 
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lead to upsetting experiences for mothers and reflects back on the current medical model of birth 
that tends to prioritize the health of the baby over that of the mother. 
Risk Assessment 
Interviews identified that establishing a comprehensive risk assessment is important for 
determining how to appropriately care for patients and for determining where is appropriate for 
birth to take place. Many midwives generally provide care to low-risk women that don’t have 
major medical issues that may cause their health to be threatened by their pregnancy. For 
instance, obesity, hypertension, insulin dependent diabetes, multiple pregnancy, a previous 
caesarean section, or cardiac issues, are some of the many reasons that physicians will take over 
care of pregnant women. However, some midwives are trained to work in high-risk settings, thus 
they can work closely with high-risk women whose primarily care provider are OB-GYNs or 
seek consultation with physicians. As one midwife explains “if their labor isn't at risk, some of 
them would like a midwife attending. So even though they get the monitoring during the 
pregnancy they need, at the time of labor if they're appropriate for our care, we can give them 
that labor and delivery with midwifery support” (Midwife 101). 
In relation to home births, Midwife 112 communicates how she understands why women 
would want to give birth where they are comfortable. She further elaborates that homebirth is not 
common maybe because there are not midwives in the area that are doing home births or are able 
to do home births. 
“I just felt like a hospital was where you go when you're sick and if I wasn't sick. I 
wouldn’t want to be there. People have been having babies for years and if you look 
around the world, they weren't always having them in hospitals. Globally, most babies 
are not born in hospitals. So, and for women who have fear of hospitals and fear of the 
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healthcare system, the whole idea of going into a hospital setting during one of the most, 
you know, exciting, but somewhat of a stressful time in their life is not where they want 
to be. They want to be an environment where they're comfortable, where they feel like 
they can move around and they feel like they can be with somebody they trust and I think 
they should be able to have that option, if that's an option that they want to have” 
(Midwife 112). 
Midwives agreed that delivery at home should be an option for low-risk women, but they 
emphasize the need for risk assessment and for individuals providing that service to be trained 
and skills. With home births there are less probabilities of interventions and more chance of 
support. Moreover, participants mentioned how state regulation is restricting for midwives and 
the home birth community. 
“Partly I think, because of the lack of recognition of CPMs in the state that they've 
pushed them underground, they've pushed them to keep it quiet, and then it becomes a 
more fraught situation when they do come to the hospital” (Midwife 111). 
One obstetrician-gynecologist presented an unfavorable outlook on midwives without formal 
training, such as lay midwives, doing home births without proper backup. 
“[In regards to homebirth] lay midwives were doing it without a backup and that was the 
issue. [Lay midwives] saying “Oh I have attended 50 births and I can do this, which, to 
me, that’s not remotely safe. If things are fine, things are fine, but I don't think you have 
the clinical exposure, anatomy, physiology, or intervention to know what to do if 
something truly hits the fan.” 
Along with maternal risk factors, for out-of-hospital births it is vital to consider 
environmental risk factors and the ability to quickly transport if needed. The importance of a 
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collaborative transfer agreement was touched on by many midwives. Midwife 109 concurs that 
midwives that do home births need to have good communication with respectful physicians that 
support transfer protocols and are willing to provide backup service. Midwife 107 that practices 
at a hospital elucidates on how to alleviate this: 
“Because of the law, nurse midwives have not been able to do home birth because we're 
so tied to the physicians. So, getting collaboration between the home birth community 
and hospitals is important. I'm doing that here, where we got all the out of hospital 
midwives together, talked about a collaborative transfer agreement so that if their patients 
risk out of home births and they could transfer them to us [midwives at the hospitals]. We 
take care of them in the hospital so they could have midwives. You know, it's kind of a 
seamless transition.” 
But one interesting point made by Midwife 104 was that there are certain situations that 
are not appropriate for home births, including VBACs or twin births. “That's the thing is 
everybody's risk assessment, everybody's risk tolerance is different. But there has to be some 
relatively agreed upon things because the bottom line is that home birth is not for everybody.” 
She further elaborates that our healthcare system is different from other nations that have a 
homogenous society with universal health care. In these countries, home births are more 
acceptable, accessible, and thus prevalent. Having better infrastructure is essential as is a shift in 
culture of making home births a recognized and accepted option.   
IMPROVEMENTS IN THE FIELD 
Improvements that interviewees considered essential in their fields of maternal health 
include consistency in licensure in relation to increased marketing, improved reimbursement of 




There are various types of midwifery, and different midwives have a wide range of skill 
sets. Midwives are licensed within their respective states and state laws can vary drastically. 
Therefore, in many states’ midwives have been fighting for their credentials to be recognized in 
order to practice within that state. In North Carolina, only certified nurse-midwives can practice 
and only if they have a supervising physician to sign off on it. Midwife 104 expands on this and 
how collaboration between midwives and OB-GYNs varies greatly depending on the way that 
you're regulated within the state that you live. 
“In North Carolina we're licensed as an RN and we have approval practice as a midwife. I 
don't actually have a midwifery license, in order to have the approval to practice a 
physician has to sign a piece of paper and I have a job. The physician doesn’t even have 
to meet me before he signs my application. But that shows you exactly how strong that 
piece of paper is” (Midwife 104). 
Midwife 112 states that by having someone sign for midwives, the state is setting a precedent 
that there is hierarchy. Therefore, as long as the supervising physician law is there, it is going to 
be difficult to feel like there isn’t a hierarchy.  Many states also have what is referred to as 
collaborative practice agreements. However, interviewees conveyed that collaborative 
agreements are just one step away from supervision agreements. 
“It's still a formal agreement that is left in the hands of the physician to decide whether or 
not they want to enter that agreement. So, it still gives them power over where and how 
we practice. It's just semantics; changing the word but the end result is still the same” 
(Midwife 109). 
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One interviewee agrees that licensure should open up more and shares her experience 
previously working in a state that didn’t require a backup physician. For instance, states like 
New York or New Jersey, where the law doesn’t require physician signature, doctors were still 
always available for consultation. “I never felt like I couldn’t call on a doctor and they wouldn’t 
help me. And that’s because both physicians and midwives share a common goal: the patient 
comes first and their care comes first” (Midwife 103). 
Some interviewees also stated that if there is not proper licensure present in the state for 
particular midwives, some may resort to working underground, which can be problematic if 
things go sideways. Midwife 101 presents an example of why opening up licensure can be 
beneficial for these situations: 
“Virginia and New Mexico did it right in that they licensed lay midwives, certified 
midwives, and certified nurse midwives. Licensing all layers allows the ability to monitor 
the practice of all layers, and let go of providers that are not practicing a standard of safe 
care.” 
Another aspect that Midwife 108 touches on how misunderstanding about different types 
of midwives and a strong culture of midwifery traditions of homebirth midwives, or Certified 
Professional Midwives, has caused some fractionalization between midwives of all 
classifications.  
“You can be a safe practicing Certified Professional Midwife, who’s not a nurse. And 
there are very high-quality schools for CPMs. So, we believe that licensure for midwives 
of different pathways is important so that people can have standards” (Midwife 108). 
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She expands even without licensure, people will want homebirths regardless, and there is not 
going to be enough CNMs to go around and therefore, they will seek out different pathways for 
providing that care. 
Marketing 
Participants articulate how having many layers of midwifery can sometimes confuse the 
public and medical personnel. One midwife spoke about how restriction in licensure is partly 
because medical societies within the state don’t want to give up control. Midwife 109 believes 
that individual physicians are very supportive of midwifery, but organized medicine, or medical 
societies, are not. She elucidates that medical societies don’t want to lose their market share and 
as a result, mention safety to prohibit the expansion of licensure, but evidence doesn’t show any 
reduction in safety.  
Midwife 107 stated that in locations where midwifery care isn’t well-integrated or midwives 
aren’t familiar, physicians look at them as competition.  
“If the physicians in a community, don't know about midwifery, don't feel comfortable 
with midwifery, feel threatened by midwifery, they can decide whether or not midwifery 
happens in their community” (Midwife 109). 
Therefore, educating physicians about midwifery and disproving misconceptions, such as 
implementation of midwifery results in a loss of market share for physicians, is vital to change 
hospital policies and state regulations. Moreover, she mentions that many physicians are starting 
to seek out midwives, but some of these practices are utilizing midwives for taking calls so that 
physicians can sleep more.   
To pursue consistent licensure between states more marketing was suggested by 
midwives. Getting more information out to consumers about the role of midwives is essential for 
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combating misconceptions about the profession and can be beneficial for obtaining legislative 
changes. 
“There’s a real disconnect between our role and what the public understands and even 
what the nursing profession understands. So, we really have to market ourselves better. 
That is a big thing to try to get legislation changed in states that require collaborative and 
supervising physician agreements” (Midwife 107). 
OB-GYN 106 supported licensure of midwives. She considers midwifery and obstetrics as two 
different fields and believes improvements in the maternal health field include giving midwives 
the ability practice independently. 
“Across the United States, midwives need to be able to practice independently. There's no 
real reason a midwife should have to have a supervising physician. Other states do it and 
have better health outcomes. So, I don't see why we need to have that in North Carolina 
for example. They are two different fields” (OB-GYN 106). 
Rural Areas and Expanding Medicaid  
“I found that one of the main things that you can do to help a community is to introduce a 
midwife into an underserved community” (Midwife 110). Midwife 110 expands on how 
midwifery care is centralized in cities and affluent counties, in which physicians are more 
prevalent, due to the supervising physician law in North Carolina.  
“In North Carolina, we're really behind the times because we are one of only five states 
that require physician signature in our license, and that really restricts our ability to reach 
rural communities and marginalized communities where classically midwives have really 
made a computing impact” (Midwife 110).  
 53 
Midwife 108 states how that these regulations limit midwives from serving underrepresented 
women of low socioeconomic states in medically underserved rural areas. Rural areas typically 
have fewer resources and residents have to travel greater distances to obtain proper care. 
Midwife 112 who works in a rural area illustrates how this restriction in licensure is limiting jobs 
and limiting the people that reside in the community. Midwife 101 elaborates how expanding 
licensure and allowing midwives to practice independently can be valuable for counties without 
proper care: 
“There are many communities in North Carolina that don't have any obstetrical care 
available, and midwives can’t go into those communities and provide the obstetrical care 
that women need because of the law. I mean, prenatally, it's important to provide care to 
lower any risk to mom and babies. And many of those people in these mostly rural areas 
don't have ready access to care or don’t have the means to pursue it.”  
One participant expounds that if this wasn’t the case midwives could open a clinic and practice 
independently within their scope of practice in a county that needed obstetrical providers. 
Midwife 103 also addresses that if midwives are able to go to rural areas, salaries may be low, 
and therefore, it is important to ensure that midwives get loan repayment for school. This can 
assist midwives who may not be inclined to work in that area because financially they would not 
afford to support their families. Nonetheless, Midwife 107 states that midwives can apply to be 
Medicaid providers and feels that most midwives are willing to work in community clinics and 
in rural areas. 
Midwife 104 also expands that midwives can be employed and do not necessarily have to 
practice their full scope of training. For instance, midwives can work in health departments and 
provide prenatal care so that mothers don’t have to go three counties over. Midwife 109 states 
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that it is also up to the health directors in counties for who they hire. She expresses that a 
majority of the time family nurse practitioners are hired, who aren’t experts in sexual 
reproductive health care, or physicians are contracted from private practices at expensive rates. 
She articulates there needs to be an overhaul of how midwives are compensated for. 
Many participants also spoke about the impact of North Carolina not expanding 
Medicaid. Medicaid expansion will allow for women to get better care prenatally and 
postnatally. Midwife 112 states that evidence has shown that states that expanded Medicaid have 
lower rates of complications and ultimately save money. Midwife 106 illuminates how not 
expanding Medicaid has direct consequences for rural areas: “We've closed at least one rural 
hospital directly as a result of failure to accept the free money from the federal government for 
Medicaid, and many more will follow.” 
Reimbursement of Midwives 
One important improvement mentioned by numerous subjects is the need to reimburse 
midwives at a higher level. As previously mentioned, reimbursement of midwives, particularly 
during postpartum care is crucial. Midwife 111 who is employed at a birth center specifies that 
the time invested with patients and the relationship that fosters from it matters but most 
insurance companies include limited visits. As a result, any additional visits or time midwives 
may spend with the patient is not getting paid for. 
“We don't get paid. I mean, that's another piece of it like why we have different 
outcomes. We don't get we don't get paid for the time we spend with patients. You know, 
we do 30-minute visits for our patients. In most other traditional obstetric practices, it's a 
10- or 15-minute visit slot, and more of your interaction is with the support staff as 
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opposed to the physician. So, in those situations it doesn't make sense to have that deep 
of a conversation with somebody” (Midwife 111). 
In spite of this, some participants were optimistic, especially with attention being paid to 
the importance of the fourth trimester. Midwife 105 believes that people are looking for solutions 
and considers it necessary for there to be an overhaul of the reimbursement structure. 
“I think there has to be an, how we pay for birth, and value-based payments could really 
help because the value-based payments are focused on outcomes, rather than procedures” 
(Midwife 105). 
More Programs 
Many midwives spoke about the need for more midwifery programs, particularly in 
North Carolina. Midwife 109 believes that more programs are plausible. 
“I would love to see another educational program crop up in North Carolina, I think, you 
know, we are limited, because we only have one. But I think it is slowly but surely 
happening because of the focus and attention that's been brought to our courageously 
horrible outcomes” (Midwife 109). 
Midwife 105 speaks about the need for more midwives and a standard of care that reflects 
nations where midwifery is better implemented into the health care system and outcomes reflect 
that. She asserts that we need more midwives and would like to see midwifery as a standard of 
care and a routine option for low-risk women, like in England and Sweden. In those nations, all 
women see a midwife unless they have a complicated pregnancy and then they see an 
obstetrician. Increased publicity and marketing about the benefits of midwifery-led care can 
result in more midwifery programs and thus more midwives, especially midwives of color. 
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Diversity and Maternal Mortality 
Maternal mortality is high in the United States and disproportionately affects women of 
color. Midwife 105 affirms that one way to help alleviate this is by having more midwives of 
color so that people will feel comfortable. The need for diverse midwives in the field was 
remarked on by countless interviewees. Midwife 108 speaks about the how historically 
midwifery was diverse: 
“We need to have greater diversity of ethnicities and encourage more midwives of color 
to join the profession. Just looking historically, African American midwives in particular 
were such a huge part of culture and the foundation of health and communities and then 
sort of have them sort of negated and wiped off the map and then we see midwifery fight 
our way back, but yet fight our way back as kind of a white dominated profession is 
really not a great route. It's not a great history.” 
Midwives affirm that they recognize this discrepancy in their place of employment and some 
have taken measures to alleviate the disparity by hiring more midwives of color, but that it still 
needs to happen on a larger, more concentrated scale 
Participants also spoke about the need for the overall health of our population to improve 
in order to combat maternal mortality. Midwife 103 advocated for comprehensive sex education 
and getting care preconceptionally instead of just when one is pregnant. Providing sex education 
about health and nutrition can make pregnancy less of a risk, allow for positive labor and birth 
experiences, as well as, a better postpartum period. 
Additionally, Midwife 105 discusses how maternal mortality can be influenced by 
conditions such as obesity, hypertension, diabetes. Many people have infertility issues and IVF is 
offered sooner in the process, but doesn’t come without complications. Interviewees also realized 
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that while better health is needed going into the pregnancy the problem can be multidimensional. 
According to Midwife 112: 
“We have to start treating each individual patient as an individual and assessing what 
they need separately. What are their resources, what are their transportation issues, what 
are their family dynamics? You have to work in a more team approach with all of these 
other areas that are not even just healthcare related, but areas that are related to it. If 
someone doesn't have the nutrition, then they're going to have different outcomes.” 
For instance, obesity is a multifactorial disease that is influenced by factors such as environment 
and resource availability. Midwife 104 shares an analogous viewpoint that there are many things 
that may not be because of pregnancy per se, but are certainly influenced by pregnancy, such as 
domestic violence and mental health issues intensifying during pregnancy. 
Midwife 108 also stresses the importance of acknowledging that racism in healthcare is a 
massive thing that has to be grappled with. When asked Obstetrician 106 what birth providers 
can do to reduce the morbidity and mortality of mothers, she also spoke about addressing social 
problems of racism and inequality. 
“Pay attention to black women. Advocate for structural changes in people’s situations 
access to health, not just health insurance. Yes, it starts with providing health insurance, 
but say you are having to work two or three jobs to feed your kids. With that situation, if 
we did give you health insurance, you still might not be able to use it” (OB-GYN 106). 
For improvements in the field of obstetrics, Obstetrician-Gynecologist 102 mentions that 
disparities in care is the biggest thing in the United States, in relation to social status, racial-
ethnic background, where you live, and your access to basic prenatal care. He additionally 
explores how these disparities are shaped politically, as well as, socially and economically: 
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“The political desire to make women stay pregnant when they don't want to be and 
limiting their access is, in my opinion, criminal. Also factoring in the contraceptive 
coverage efforts to defund Planned Parenthood, which impacts STD screening and more. 
And the biggest thing in the United States is our maternal death rate from obstetrics is 
embarrassingly high compared to the same socio-economic GDP that so that shouldn't 
happen” (OB-GYN 102). 
However, he acknowledges that big shifts are currently taking place, such as paying for 
disparities in health care, especially based on race, postpartum hemorrhage, etc. 
INTEGRATING MIDWIFERY-LED CARE 
Interviewees stressed the need for better implementation of midwifery into our healthcare 
systems. Along with advances in licensure and expanding Medicaid, common themes that were 
cited to better implement midwifery as a standard of care include enhanced relations with 
physicians and integration of midwifery into nursing and medical schools. 
Relationship with Physicians 
            Midwife 101 emphasizes how studies have depicted that outcomes improve if there is a 
combination of midwifery and physician care. She revealed that it is important to allow 
specialties to practice at their level of expertise and therefore, allow midwives to provide care of 
low-risk women and physicians to provide care to high-risk women. Additionally, she mentions 
that there needs to be more education about the training of midwives. 
Participants also mentioned that it is important to recognize that every community is different 
and improvements need to acknowledge the various needs of different settings. For instance, 
Midwife 105 working in a state with stricter regulation on midwifery care: 
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“In the community where I worked, the physician backing us was the norm. The practice 
was very, very fear-based, fear of litigation. Many decisions were made with the question 
“What if something happens to the baby? What if we get sued? No, she can't go home 
because what if she gets in a car accident on the way home.” It was really rather 
preposterous. If patients wanted any say in their care, that was difficult. If a patient 
refused intervention, I saw a lot of bullying of patients to sort of strong-arm them into 
doing something they didn't want to do. It was really hard.” 
She further elaborates that in other states where licensure is more open for midwives, 
peoples’ perceptions and culture of fear can still be a huge factor in integration. Midwife 108 
also shares her experience working with coworkers that did not completely trust her or her 
decision-making, spoke to her in a patronizing way, and questioned her way of communicating 
or educating patients. Therefore, she believes that building trust with physicians and nurses is 
essential, as is raising awareness and getting support from physician partners who believe that 
the profession of midwifery is unique and offers distinctive benefits. 
Midwifery in Medical Schools 
Midwives express that enhanced collaboration with physicians and nurses can occur with 
the exposure of midwifery in medical and nursing schools. Many participants spoke about 
integrating midwives in a way that they are instrumental in helping physicians with their 
education. Midwife 103 asserts that educating physicians in medical school training and be 
beneficial in teaching the role and philosophy of midwifery. She goes on to state that allowing 
more training, exposure, and experience with some of the OB staff can lead to interventions that 
improve midwifery care implementation in hospital settings. Midwife 104 believes that allowing 
medical students and residents to be exposed to midwifery care will allow them to see what labor 
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is like and to the holistic approach that birth is normal. This can play a role in combating the 
technocratic and pathological model of birth that is prevalent in our healthcare system. Midwife 
112 expands that this may also allow students to see that sometimes less intervention can be 
better. Comparably, midwife 107 states: 
“Midwives are trying to work with physicians to help educate them, going to medical 
schools, talking to medical students and residents about what we do, which helps them to 
be comfortable with it [midwifery]. When physicians are aware that midwifery is an 
option then they aren’t threatened by midwives because they understand it.” 
SUMMARY 
Interviewees explored many themes that address alleviating health disparities in North 
Carolina. The midwifery model of care emphasizes normalizing pregnancy and birth, instead of 
viewing it as an illness that requires medical intervention (Midwife 111). As a result, midwives 
practice judicious use of interventions that mediates the high C-section rates in our nation 
(Midwife 107). Moreover, the importance of acknowledging patient choice and conducting a 
thorough risk assessment plays a key role in patient satisfaction and better health outcomes 
(Midwife 105). Along with additional marketing of midwifery, the need for more midwives of 
diverse backgrounds was alluded to in relation to facing health and racial disparities (Midwife 
101). Another crucial theme presented in the interviews was eliminating physician supervision of 
midwives. Allowing midwives to practice independently can be beneficial in providing care to 




CHAPTER FOUR: DISCUSSION AND CONCLUSION 
The United States has a strikingly high number of adverse maternal and infant health 
outcomes compared to other developed nations (Bluth, 2019). “Although the social cost of bad 
birth outcomes is to be avoided at all costs, it seems that the United States, despite leading the 
world in health care spending, has not figured out how to spend wisely enough to eliminate this 
risk.” (Yang & Kozhimannil, 2015) Maternal and infant morbidity and mortality vary drastically 
in the nation depending on location, racial background, and socioeconomic status (Yang & 
Kozhimannil, 2015). Furthermore, women of color have less access to quality health services, 
including prenatal care, and face higher rates of mistreatment and discrimination. Evidence 
signifies that recurrent experiences of racial discrimination can intensify the risk of negative 
perinatal outcomes, including preterm birth and delivery of low birthweight infants for women of 
color (Vedam et al, 2019). 
Midwifery Model of Care 
Researchers Kennedy, Rousseau, and Low conducted a metasynthesis of six qualitative 
studies of midwifery and process to try to understand the distinctive attributes of midwifery 
practices. In their study, they identified that midwives are clinically competent, tailor care to the 
needs of each individual woman, have a common goal of developing a partnership with the 
patient, view pregnancy and birth as normal, and utilize interventions when necessary (Kennedy 
et al, 2003). These themes reflect the perspectives depicted by the interviewees. Participants 
identified the importance of patient choice and patient autonomy, developing trust and 
relationships with their patients, and providing enhanced prenatal and postnatal care. Similarly, 
one study examined outcomes of care in birth centers and deemed high-quality prenatal care a 
vital initiative in improving outcomes for low-income populations. Initiatives to enhance prenatal 
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care included individualized health education, building relation of trust and respect, conducting 
timely prenatal visits, shared decision-making, and continuity of care – all of which are 
fundamental principles of the midwifery model of care (Stapleton et al, 2013). 
Nonetheless, the majority of births take place in hospitals and are attended by physicians. 
This is unlike maternity care systems in industrialized nations, such as the Netherlands, Sweden, 
and the United Kingdom, where midwives are the primary care providers for low-risk women 
(Dunham, 2016). Another critical point is that low-risk births in the United States are managed 
like high-risk births. The current approach to pregnancy and birth is highly technological 
(Kennedy et al, 2003). This technocratic medical model disseminates a culture of risk and 
supposition that birth is abnormal. Evidence has shown that this philosophy is intrinsic in many 
healthcare settings and increasingly affects how the maternity providers manage birth and further 
perpetuates the power struggle between midwifery and obstetrics (Healy & Kennedy, 2016). A 
consequence of this is the restricted input and recognition of midwifery. As Healy & Kennedy 
(2016) elucidate, midwives that work in obstetric-led settings can become institutionalized with 
intensified perceptions of abnormality regarding birth and the need of interventions. Several 
interviewees that spoke on their experiences of working in these settings corresponded with 
feelings of becoming acclimatized to practice fear-based care. 
Interventions and C-sections 
Along with a culture of risk, the obstetric model of care is deeply-rooted in a culture of 
intervention, such as inducing labor and performing inessential cesarean-sections (Ellison & 
Martin, 2017). Interviews depicted midwives as having a strong belief in the judicious use of 
interventions. One study compared clinical outcomes of midwifery patients between patients 
under midwifery-led care and those that transferred to obstetrical care and found that maintaining 
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midwifery care led to higher patient satisfaction and reduced rates of interventions, such as 
intravenous oxytocin, epidural analgesia, and episiotomy. A stimulating point raised by the 
article was that transferring care to obstetrics led to higher costs due to an increased workload in 
the labor and delivery unit for care that could have been handled entirely by a midwife 
(Elderhorst, 2019). Evidence-based research has shown that midwifery care is linked to fewer 
interventions, cost-effectiveness, and enhanced outcomes (Vedam, 2018). 
In the United States, about 1 in 3 women who give birth will have a cesarean birth, a 
number that is deemed alarmingly high (King, 2020). Cesarean-section is an essential surgery in 
situations such as placenta previa or labor dystocia. But, similar to any surgery, they increase the 
possibility of further complications, such as the risk of hemorrhage, infections, blood clots, and 
complications for future pregnancies (Ellison & Martin, 2017). The causes of high cesarean rates 
are multidimensional and rates tend to significantly vary depending on the location and hospital 
(King, 2020). However, a common theme depicted by interviewees for the high rates of C-
sections is physicians’ fear of getting sued for an adverse outcome. Litigation was mentioned by 
many practitioners in their interviews, as was a common motto among physicians: “The only C-
section you get sued for is the one you didn’t do.” Neel Shah, a physician that has been 
instrumental in a movement to reduce unnecessary C-sections tackles the culture of fear in 
obstetrics that preserves a system that rewards intervention. He states that licensed midwives 
could be employed to resolve shortages of maternal care providers that exceedingly affect rural 





Integration of Midwifery 
The integration of the midwifery model of care into the broader biomedical system is 
difficult due to contrasting philosophies and practices, which many interviewees depicted have 
resulted in wariness and tensions (Dunham, 2016). One study examines how the system of 
interdependent relationships amongst midwives and physicians in hospitals have placed 
midwives in hierarchical relationships of power (Russell, 2018). The study goes on to identify 
factors that support midwifery-led care in hospital settings including reducing routine electronic 
fetal monitoring, enhancing midwifery-led units, increasing labor ward midwives, promoting the 
use of birthing pools, and introducing normal birth care pathways (Russell, 2018). Many of these 
interventions to improve the delivery of midwifery led-care was touched on by participants. 
A recent study titled “Mapping integration of midwives across the United States: Impact 
on access, equity, and outcomes” demonstrates that states with laws that are inclusive of 
midwifery practices have healthier outcomes for mothers and babies. Furthermore, these states 
had greater rates of physiologic birth, breastfeeding, and lower rates of premature births, infant 
mortality, and cesarean deliveries (Vedam et al, 2018). Researchers utilized the MISS scoring 
system to measure the intensity of integration of midwives and assess regional access to 
maternity care. Higher scores signify greater integration and better outcomes. North Carolina had 
the lowest MISS score, while Washington had the highest MISS score (Graph 7). As depicted in 
graph 7, states that have accomplished greater integration of midwives into their healthcare 
systems, such as Washington, New Mexico, and Oregon, have better maternal and infant health 
outcomes. On the other hand, states with more limiting midwifery regulations, such as North 




Graph 7: States ranked based on midwifery integration scores. NC has the lowest integration score. (Vedam et al, 2019) 
 
This groundbreaking study attested to the importance of integration in relation to 
providing quality maternal care. It elaborated that key factors for poor health outcomes include 
discord amongst practitioners, insufficient communication, and lack of knowledge regarding 
provider roles (Vedam et al, 2018). Many interviewees spoke on how many physicians are 
unaware or misinformed about midwifery care. They illuminated that incorporating midwifery 
care into medical schools and physician training can be a vital resource in enhancing 
relationships. Timothy Fisher, a physician, and Professor of Obstetrics and Gynecology at 
Dartmouth University shares a similar sentiment and believes that individual physicians are not 
supportive of midwifery is due to “the lack of exposure to midwife care during our training as 
OBs. Things that are foreign are scary, and we view them with skepticism” (Martin, 2018). 
Infant and Maternal Mortality and Rural Areas  
According to the U.S. Center for Disease Control and Prevention, maternal and infant 
mortality rates are greatest in rural regions (Maron, 2017) (Graph 8). In these rural communities, 
hospital closures are more prevalent because they are not financially sustainable. Additionally, 
many uninsured, low-income populations reside in rural areas, which can exacerbate economic 
challenges for rural healthcare facilities. Expanding Medicaid has been proposed to alleviate this 
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pressure (Engel-Smith, 2019). Regardless, it is costly to support labor and 
delivery units every day with few women giving birth. Rural hospitals 
have fewer births, yet pay higher premiums. Moreover, physicians have 
high malpractice insurance rates, and since many low-income residents 
rely on Medicaid, physicians are reimbursed at lower rates than private 
health insurance (Press, 2017). 
The Sheps Center for Health Services Research’s NC Health 
Professional Supply Data has revealed that North Carolina doesn’t have a 
shortage of physicians, but rather a maldistribution of physicians across 
the state. Most physicians in the state practice in urban counties, and due 
to the supervising physician regulation, interviewees revealed that they 
are also restricted to practice in those areas. Midwifery care has been 
proposed to address the maternal health crisis and a provider shortage 
(Sheps Center). Studies indicate that nations with increasing 
implementation of midwifery practice will result in a reduction of low 
birthweight infants and infant mortality rates (Homer et al., 2014). One study that focused on 
why legal impediments to midwifery practices in the United States should diminish exemplifies 
that a 25% growth in midwifery practice led to a 50% reduction in maternal mortality. Therefore, 
a 95% growth in coverage could avoid 82% of maternal mortalities in regions with midwifery 
shortage (Yang & Kozhimannil, 2015). Participants also suggested how introducing midwifery 
care can be a vital part of the solution for communities with inadequate maternity care providers 
(Vedam et al, 2018). 
 
Graph 8: Women and infants 
residing in rural regions have higher 
changes of dying from pregnancy-
related causes; 
Source: U.S. Center for Disease 




Along with the model of maternity care and place of birth, institutional racism is a 
considerable causative factor for health disparities. In North Carolina, infant and maternal 
mortality rates and prevalence of racial disparities are worse than national rates and these rates 
more severe in rural counties (NC Vital Statistics, 2014-2018). Above all, African-American 
women are at a greater risk for maternal and infant mortality than White women (Vedam et al, 
2018). In North Carolina, the infant mortality rate for African American babies is two and a half 
times higher than for White babies (NC Vital Statistics, 2018). One study examines the access of 
midwifery care for African-American mothers and demonstrated the success of utilizing 
midwifery and doula models to reduce health disparities. The author states that an imperative 
policy measure is the promotion of midwifery care for African-American women and other 
minority women, along with increased diversification of the birth care workforce (Guerra-Reyes 
& Hamilton, 2017). Interviewees shared the same outlook on the need for diverse midwives in 
the field and also acknowledged the profound role of doulas. 
Doulas share the midwifery philosophy of providing physiological and emotional support 
to laboring mothers and have been linked to higher rates of patient satisfaction (Arbour et al, 
2019; Guerra-Reyes & Hamilton, 2017). Studies also indicate that incorporating doulas can 
decrease rates of C-sections, which are higher for Black women; and increase rates of 
breastfeeding, which are lower for Black women (Rab, 2017). Along with improving 
socioeconomic factors that impact poor maternal health, doulas can be an asset for midwives. A 
study examining factors that contribute to excessive sleepiness in midwives suggested that 
incorporating continuous doula support can reduce the risk of sleep deprivation for midwives 
while promoting positive patient outcomes and satisfaction (Arbour et al, 2019). But midwives 
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and doulas cannot solely surmount all the multifaceted factors that cause higher mortality rates 
for African-American mothers and babies: expanding Medicaid and allowing midwives to 
practice independently is an essential part of the solution (Rab, 2017). 
Medicaid Expansion and Licensure 
Both obstetrician-gynecologists and midwives in the interviews advocated for expanding 
Medicaid coverage. Medicaid is a crucial resource for women in North Carolina and finances 
more than half of all births in the state. In spite of this, the program has drawbacks including 
limiting continuity of care and restricting prenatal and postnatal care (Tucker & Zachary, 2020). 
In North Carolina, over one-third of mothers with Medicaid don’t have postpartum care two 
months after delivery (Bhatt & Beck-Sagué, 2018). However, Medicaid expansion, under the 
Affordable Care Act (ACA) incorporates key provisions that offer comprehensive care at a lower 
cost and tackle the coverage gaps for postpartum women. Expanding Medicaid has also been 
correlated with reducing racial and ethnic disparities in maternal morbidity and mortality 
(Searing, 2019). In addition, states that expand Medicaid see healthier women of childbearing 
age, which correlates to healthier infants (Searing, 2019). In fact, studies have also found that 
expansion states had lower rates of infant mortality, with a greater decline in mortality for Non-
Hispanic, Black infants (Bhatt & Beck-Sagué, 2018). Additionally, children in non-expansion 
states are twice as likely to be uninsured and research indicates that half of all uninsured children 
live in the South. The South also comprises of the most states that have not adopted Medicaid 
expansion (Searing, 2019). Furthermore, health and racial disparities, such as infant mortality 
and low birthweight babies, are highest in southern states. Many of these states have stricter 
midwifery regulations and have experienced more rural hospital closures (Vedam et al, 2019) 
(Maps 1-6).  
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Map 1-6: The maps showcase a trend of southern states having more adverse health outcomes. Map 1: Majority of the states 
ranked low for health of women and children are southern states are ranked lower in relation to health of women and children. 
Map 2: Depicts states that did not expand Medicaid. Map 3: Demonstrates the scope of practice of midwives. Map 4: Represents 
infant mortality rate, which is higher in the South. Map 5: Portrays racial disparity ratios based on the prevalence of preterm 
births. Map 6: Depicts locations (red dots) that have undergone rural hospital closures, majority in the South region.   
Map 1: 2019 State Rankings Map 
 
Source: ‘Health and Women and Child Report’ from America’s Health 
Rankings 
Map 2: Medicaid Expansion, by state, 2018 
 
 
Source: Kaiser Family Foundation 
Map 3: Scope of Practice for Certified Nurse-Midwives 
 
 
Source: “Practice Environments for Certified Nurse-Midwives, 2018.” 
American College of Nurse-Midwives. 




Source: NCHS, National Vital Statistics System 
Map 5: Racial Disparity Ratio, based on preterm birth 
 
 
Source: 2017 Premature Birth Report Card, March of Dimes  
 
Map 6: Rural Hospital Closures 
 
 
Source: Sheps Center for Health Services Research 
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Furthermore, challenges in the healthcare system in the United States include a culture 
were “growing utilization of technology and complex reimbursement structures takes precedence 
over individualized, risk-based, personal care” (Kennedy, 2003). Studies have portrayed the 
profit-driven health system in America and the low reimbursement rates of midwives compared 
to physicians (Raisler & Kennedy, 2005). Midwives portrayed in their interviews the lack of 
compensation they receive for the additional care they provide postpartum. Health insurance that 
reimburses care provided by midwives is a vital factor to support midwifery care in communities 
(Schuiling, 2013). 
            Another critical feature to support midwifery care is allowing midwives to practice 
independently. In North Carolina, only certified nurse-midwives (CNMs) are licensed to 
practice, but as Advanced Practice Registered Nurses (APRNs). “State regulations to restrict the 
practice of midwives arose out of a desire to place the profession under oversight to ensure 
public confidence and safety from the prevailing, and false perception that midwifery was not a 
legitimate clinical practice” (Yang & Kozhimannil). On the contrary, an abundance of evidence-
based research indicates that these regulations do not aid patient safety but rather limits access to 
high-quality, low-cost care that can lead to positive maternal and infant health outcomes (Yang 
& Kozhimannil). 
Conclusion: The Midwifery Solution 
In 1912, Clara Noyes wrote an article titled “The Midwifery Problem.” In her paper, she 
addresses the importance of education and certification of midwives. She speaks on the treatment 
of midwives in the United States, compared to other Western nations: 
“For years in America the medical profession has fought the midwife, struggled to 
suppress her, restrict her, eliminate her and whatnot, yet the midwife continues to 
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flourish. It seems strange that in America, the so-called "Home of the brave and the land 
of the free," she has met this reception when the older countries of Europe have for many 
years recognized her and made provision for her education and registration” 
Many themes that she transcribed still resonate now, 108 years later. However, today a plethora 
of studies have demonstrated that midwifery care results in positive health outcomes in 
communities (Dunham, 2016). Through the perspectives of midwives themselves, this paper 
examined the role of midwifery practices and how midwives can be beneficial for addressing the 
health and racial disparities in North Carolina. The fundamental goal for better maternal and 
child health in the United States is adopting an integrated and complementary system where 
midwives and obstetricians work together to provide exceptional care for women and babies 
(King, 2020). 
REFLECTION AND LIMITATIONS 
The study was designed to (1) obtain an in-depth analysis of maternal and child health in 
North Carolina and (2) understand the perspectives of practitioners of women’s health, or 
obstetrician-gynecologists and midwives. The primary focus on midwifery-led care was not 
initially intended but proved to be a vital subject in discussing how to better women’s health in 
North Carolina. However, one limitation of this thesis is the lack of multiple obstetrician-
gynecologist participants. Out of the twelve interviews conducted, only two were physicians. 
This limited physician perspectives about midwifery and the maternal healthcare field as a 
whole. Additionally, it should be acknowledged that perspectives included in this project outline 
common viewpoints of midwives and ob-gyns from interviews, but by no means represent 
overarching perspectives of all midwives and physicians. 
Another limitation of this study was that many interviewees were employed in urban 
regions. Urban counties tend to see more integration and understanding of midwifery than low-
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income and rural counties. The majority of the participants were also not ethnically and racially 
diverse, which may have limited unique experiences and outlooks. Moreover, all the midwives 
that were interviewed were certified nurse-midwives, since North Carolina requires only CNM’s 
to practice with a supervising physician. Therefore, the thesis does not include perspectives of 
other types of midwives, such as certified midwives, certified professional midwives, or 
traditional lay midwives. 
Furthermore, it is clear that the United States healthcare system is different from other 
developed nations, where maternity care is better implemented. With limited infrastructure and 
healthcare, improving maternal and child health outcomes on a local, state, and national level 
requires an assortment of multidimensional solutions that vary depending on the location. The 
probability of attaining the proposed modifications to alleviate health disparities requires 
structural and policy changes that in all likelihood will occur gradually over time. But regardless, 
allowing midwives to practice independently seems to be a feasible first step. 
FUTURE DIRECTION 
            This thesis concisely examined the culture around risk in the healthcare system and the 
fear-based practice of some physicians. Future studies could explore any measures that are being 
implemented to amend the dissemination of the technocratic model of birth in our biomedical 
system. It could also be advantageous to see the influences of integrating midwives in medical 
schools and resident training. Studies that focus on a comparative analysis between birth 
practitioners should incorporate a thorough investigation of viewpoints of obstetrician-
gynecologists and other fields that have direct interaction with midwives. 
Additionally, further examination of the role of Medicaid and Medicaid expansion, as 
well as, reimbursement policies should be assessed. It is imperative to consider these factors, 
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along with state-specific regulations, because it drastically influences how practitioners provide 
care. Studies reveal that midwifery care should be better implemented in the healthcare field, but 
future studies should examine how that can be achieved. Examining policy and health procedures 
in states with better health outcomes and improved implementation of midwifery can be a crucial 
resource.   
Moreover, women may not be aware of all the options for birth practitioners that are 
available for them. Therefore, it is essential to allow women autonomy in their healthcare 
choices, this includes informing them about accessible options. Health promotion outreach 
programs should be offered for prenatal care and midwifery, particularly in underserved regions. 
Diverse opportunities should be considered on how to better inform the public. Health promotion 
can play an essential role in tackling health inequalities (Walsh, 2013).  
A study by Erica Gibson, titled “Women's expectations and experiences with labour pain 
in medical and midwifery models of birth in the United States” is an example of a critical-
interpretive analysis that focuses on aspects of women’s lived experiences in the two contrasting 
models of birth (Gibson, 2014). Additional studies should consider the perspectives of mothers 
in relation to their birth experiences. Incorporating these experiences and results in health 
promotion outreach can be a vital resource for other women. Comparative experiences of women 
can be key to understanding why people pursue midwifery or obstetrics. Furthermore, it would 
be beneficial to explore how cultural perspectives of midwifery influences patient choice, as well 
as the impact of language barriers in accessibility of maternal health resources. This could 
address some of the disparities faced by different racial and ethnic minorities and how to 
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